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“a potent antihemorrhagic factor’’* 


in use in more than 2500 hospitals 


_Adrenosem controls capillary bleeding and oozing 
by octing directly on the walls of the blood vessels. 


It decreases permeability. 


This unique hemostat does not alter blood com- 
ponents, nor does it offect cardiac rate or volume. 
Useful both prophylactically and therapeutically, 
it is noteble for o high index of therapeutic 
safety. Supplied in ompuls, tablets ond as a syrup. 


Indicated in postoperative bleeding cssociated with: 
Tonsillectomy, adenoidectomy and nasopheryna wrgery 
Prostotic and blodder surgery 
Uterine bleeding 
Postpartum hemorrhage 
Dental surgery 
Chest surgery and chronic pulmonary bleeding 
Also: ldiepothic purpura 
Retinal hemorrhoge 
Familial telongiectasio 
Epistaxis 
Hemoturia 


The unique systemic hemostat 


SALICYLATE 


Send for detailed literature 


(BRAND OF CARBAZOCHROME SALICYLATE) 


THE S. E. MASSENGILL COMPANY, Bristol, Tennessee 


Sherhe A lhe ontrol of bleeding ~ 


time 
space 

breakage 


money 
with Lederle’s new 


packages 


There are now 15 products available in Lederle’s 
super-efhcient CENTURY-PaK. These sealed, 
polyethylene bags contain 100 capsules or tablets each, 
and are shipped in handy, compact, fiber drums. 


CENTURY-PAK saves time formerly wasted in 
counting and dispensing from bulk containers. 


CENTURY-PAK saves storage space, eliminates 
bulky bortles. 


CENTURY-PAK eliminates loss from breakage of 
glass containers. 


CENTURY-PAK Lederle products cost less than in 
conventional bortles. 


The following Lederle products are now available in 
thé CENTURY-PAK. on hospital orders for 
quantities of 5,000 or more: 


Dicalcium Phosphate—Vitamin D CAPSULES 
FOLBESYN® Vitamins TABLETS 
GEVRAL® Geriatric Vitamin- Mineral Supplement CAPSULES 
LeperPLex® Vitamin B Complex CAPSULES 

LeperrPLex® Vitamin B Complex TABLETS 
PERIHEMIN® Iron-Bi2-C-Folic Acid-Stomach-Liver Fraction 
— Purified Intrinsic Factor Concentrate CAPSULES 
PERIHEMIN®-JR lron-Bis-C- Folie Acid-Stomach- Liver 
Fraction— Purthed Intrinsn Pactor Concentrate CAPSULES 
PRENATAL CAPSULES 
PRONEMIA® Bi2-C-lrom-Stomach- Folic Acid— Purthed Intrinsi¢ 
Factor Concentrate CAPSULES 
Revicars® 4-Amphetamine-V ttamins and Minera/s CAPSULES 
Strresscars*® Stress Formula Vitamins CAPSULES 
Vi-ALpHa® Vitamin A CAPSULES 
Vi-MAGNA® Madltivitamins CAPSULES 
YuvraL® Vitamins and Minerals CAPSULES 
Cresicars* Prenatal CAPSULES 


LEDERLE LABORATORIES DIVISION 
american Cyanamid company PEARL RIVER, NEW YORK 
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(RESERPINE, LILLY) 


a pure crystalline alkaloid obtained from 
Rauwolfia 


In mild to moderately severe labile hypertension, 


In anxiety states, nervousness, and the meno- 
pause, it restores tranquility and serves as an 
ideal adjunct to specific therapy. 


ELI LILLY AND COMPANY =- 


INDIANAPOLIS 6, 


When more resistant, fixed types of hyperten- 
sion require ‘Provell Maleate’ (Protoveratrine A 
and B Maleates, Lilly), adjunctive treatment with 
‘Sandril’ dissipates the “emotional overlay” and 
often makes possible effective therapy on a lower 
dosage schedule of ‘Provell Maleate.’ 


SUPPLIED AS 0.25-mg. scored tablets. 


INDIANA, U.8.A. 


HOSPITALS 


requces Di pressure 
... restores tranqulllty 
blood pressure. 
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— BUSINESS METHODS 


For Greater Profits 
Through Lower Costs 


ee eee 


New Machine Accounting Method Eliminates 
Separate Writing of Blue Cross Reports 


Hospitals can save valuable clerical time by adopting the Remington 
Rand Combined Patient Statement and Blue Cross Report accounting 
method. The statement is designed so that a carbon copy provides 
Blue Cross and other quaurance Companies with required information 


One Minute toLocateaCase 
History NumberinHugeFile 


The Los Angeles County General 
Hospital has to maintain records 
for approximately 1,400,000 in- 
dividual case histories. Yet they 
locate the Case History Number 
from a cross index file in an aver- 
age time of less than one minute! 

This efficiency has been made 
possible largely because of 
Soundex — the indexing system 
that groups similar names ac- 
cording to a simple code, rather 
than by their exact spelling. It’s 
a tried, efficient solution to the 
endless possibilities for error 
found in a large “indexed-by- 
spelling’ file. 

To get all the details on how it 
works for the Los Angeles Gen- 


eral, circle SPLV4192 and LBV — 


528 on the coupon. 
4 


and serves as your report. One 
writing posts all records simul- 
taneously— with touch-method 
speed, typewriter simplicity. 


And because machine methods 


keep records up-to-date, your 
statements are always ready for 
the patient — whenever he may be 
discharged. They’re complete 
with full description of entries 
to prevent misunderstandings, 
simplify reference and speed 
auditing. And the neat, machine- 
accurate appearance reassures 
the patient and insurance people 
that all charges are correct. 
Many hospitals now use 
Remington Rand mechanized ac- 
counting methods for patient 
accounting, accounts payable, in- 
ventory and payroll— with amaz- 
ing results. They get a complete 
picture of receipts and expendi- 


tures —as an automatic by- 


product of normal posting! 
Send for details. Circle SPAB 
4543 and SPAB4544 on coupon. 


-One-Third More Records 


in the Same Filing Area 


Now you can have four-drawer 
counter-height files for your 
medical record library instead of 
the standard three-drawer units. 
—an increase of ONE-THIRD in 
filing capacity. And for your ac- 
tive records, a practical six- 
drawer letter or legal size file is 
now available. 

KOMPAKT, the “‘file with the 
extra drawer,” gives you exactly 
that. Every bit of space wasted 


in ordinary file cabinets has been 
carefully utilized, picking up an 
inch here, an inch there to give 
you maximum filing capacity. 
Get all the details on these 
space-making new file cabinets. 
See how KOMPAKT can save 
you valuable office space. Circle 
LBV692 on the coupon below. 


Memington. Fland 


Room 1366, 315 Fourth Ave.. New York 10 
Yes, I'd like to have the literature circled. 


SPAB4543 SPLV4192 LBV692 
SPAB4544 LBV528 
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Tubing 


B. F. Goodrich surgeons’ gloves have 
all the features that mean satisfactory 
glove performance to you and the doc- 
tors and nurses on your staff. 
1. Sizes marked in color to save time 
in sorting. - 
2. Colors won't wear off or fade. 
3. Withstand repeated sterilizations. 
4. Accurate sizing in full range to 
really fit the hands. : 
5. Pure rubber latex in one strong 
layer. 
6. Tissue thin even at the finger tips. 
7. Tapered fingers for better fit. 
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Tissue thin and 
without sacrificing strength 


8. Full backs to conform to shape of 
hand. 
9. Long constricted wrists fit snugly 
over gowns, 
10. No weakening foreign particles in 
rubber. 


B. F. Goodrich Re with long 
wrists are white or brown. Smooth or 
“cutinized’’. Sizes 6 to 10. 


Special purpose gloves for those who 
are allergic to ordinary rubber gloves are 
tissue thin the same as all B. F. Goodrich 
surgeons’ Sizes 6% to 92. Cuff 

and for easy identification. 


has a red 


BEGoodrich 


Kornseal Korosea! Sheeting Throat Collars Hot Water Botties 


= 


Fountain and 
Combination Syringes 


English type and 
Molded lee Caps 


comfortable 


Sizes also marked in color. 


Examination gloves with short wrists 
are made in sizes 7 to 9. 


Order from your surgical or hospital 
supply dealer or write to The B. F.Goodrich 
Co., Sundries Sales Dept., Akron, Obio. 


B.F Goodrich 


“MILLER”’ BRAND SURGEONS’ GLOVES 


INDUSTRIAL PRODUCTS 
DIVISION 
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AS SOON AS DETERMINED. NOTICE OF YOUR ANNUAL MEETING. AT WHICH OFFICERS % 
ARE ELECTED, SHOULD BE MAILED TO DEPT. AH, 18 E. DIVISION, CHICAGO 10 “ ve 


Ve 


AMERICAN HOSPITAL ASSOCIATION REGIONAL MEETINGS Middle Atlantic Hospital Assembly—May 
Convention of the American Hospi- (NEXT 12 MONTHS) “sts Ral) 
tal Association—September 19-22; Atian- Association of Western Hospitals—April — 
tic City (Traymore Hotel) 25-28; Sen Francisco (Civic Auditorium). a, — City (President) : 
New land Hospital Assembly—March | 2 
Midyeor Conference for Presidents and Sec- Carolinas-Virginios Hospital Conference— Pa ton (Hotel Statler). 
retaries of State Hospital Associations— _ April 21-22; Roanoke (Hotel Roanoke) Southeastern Hospital Conference—April Qo 
4-5, 1955; Chicago (Palmer C. 7-9; 20-22; Atlanta (Atlanta-Biltmore). 
ouse) asnington, D (Shoreham Hotel) Tri-State Hospital Assembly—May 2-5; Chi- 4 


cago (Palmer House). 


Upper Midwest Hospital Conference—May 
11-13; Minneapolis (Nicollet) 


STATE MEETINGS 
(NEXT SIX MONTHS) 

Alaska—June 8-10; Fairbanks. (Nordale 
Hotel). 

Albertoa—June 13; Banff (School of Fine 
Arts). 

Arkansos—May 23-24; Little Rock (Marion 
Hotel). 

Georgio—Feb. 24-25; Augusta (Bon Air 
Hotel). 

lowo—April 21; Des Moines (Savery Hotel). 

— 12-14; Louisville (Seelbach 


in hemophilic emergencies 
there’s no 
time to lose 


Louisiana—April 28-29; Shreveport (Cap- 
tain Shreve Hotel). 
Maritime (Canada)—June 1955, St. An- 
drews, N. B. (Algonquin Hotel). 
Massachusetts — May 25; Boston (Hotel 
Statler). 
New Jersey—May 25-27; Atlantic City 
{Convention Hall). 
| New’ Mexico — Mar. 24-26; Albuquerque 
keep {Hilton Hotel). 
oe New York—May 25-27; Atlantic City (Con- 
vention Hall). 
= Ohio—Moarch 7-10; Cincinnati (Netherland- 
Plaza Hotel). 
Pennsylvania—May 25-27; Atlantic City 
{Convention Hall). 
Tennessee—May 19-22; Chattanooga (Read | 
House}. 
Texos—April 12-14; Houston (Shamrock 
Hotel). 
Wisconsin—Morch 17; Milwaukee (Hotel 


Schroeder). 


OTHER MEETINGS 
(NEXT 12 MONTHS) 


American Protestant Hospital Association— 
February 9-11; Chicago (Palmer House) 


Canadian Hospital Association—May 9-11; 
Ottawa (Chateau Laurier} 


Cetholic Hospital Association—May 16-19; 
St. Louis (Kiel Auditorium) 


AHA INSTITUTES 
(NEXT 6 MONTHS) 
Institute on Operating Room Administra- 


tion Services—February 7-10; Tulsa, Okla. 
{Mayo Hotel) 
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for Faster Cleaning 


@ In the autopsy room, where constant clean-ups are necessary, 

these polished stainless steel autopsy tables save time and labor. 
Smooth, crevice-free surfaces, rounded corners and coves facili- 
tate cleaning—protect presonnel through better sanitation. Care- 
fully-planned drainage systems are further important aids to 
cleanliness. All accessories are functionally designed and con- 
veniently placed to promote efficiency. Strong welded structures 
assure durability, keep repair and maintenance costs to a mini- 
mum. In terms of sanitation and long service life, it pays to 
invest in Blickman-Built autopsy tables. 


HARTFORD Model 

Entire unit forms a com- 

stainless steel assembly, 


describing, with complete specifi- 
cations, these and other ls of 
Blickman-Built Stainless Steel 


Autopsy Tables. 


BLICKMAN, INC. 


3802 Gregory Avenue, Weehawken, N. J. 


Blickman-Built 
4 


for fective Sanitation IN THE AUTOPSY ROOM 


BLICKMAN-BUILT 
Stainless Steel 
AUTOPSY TABLES 


a j 


MYGROTHEEAPY & 


Autopsy Room 
Typical avtopsy room 
in the Medical Center, 
Jersey City. N. J. 
Planned and equip- 
ped by 5S. Blickman, 
inc., it hes been 


« rendering efficient 


service for many 
years. Consult us 
about complete in- 


to meet your specific 
requirements. Layout 
and engineering 
service available 


You are welcome to our exhibit at the New England Hospital ws Hancock Room, Hotet Statler, Boston, Mass., 
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bors rest on ledges which 
trough may be thoroughly 3 
flushed. Removable stainless 
steel tray is mounted on | is ee 
— 
ENDICOTT Model: Unusual design conceals piping 
and valves. Trough slopes sharply to central waste 
outlet. Continually flowing water pleys over entire 
inner surface. Five top grids ore removable, facili- — * 
tating cleaning. 
z 
a SEND FOR BULLETIN No. 5 ATC 7. 
stallations, designed 
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TREASURER 
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Frank R. Bradley, M.D., ex officio (president) 
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Madison B. Brown, M.D., chairman 

R. K. Swanson, vice chairman, Swedish Hospital, Minneapolis 4 

Very Rev. Msgr. Edmund J. Goebel, director of hospitals, Arch- 
diocese of Milwaukee, Milwaukee 12 


- Ralph J. Hromadka, Santa Monica Hospital, Santa Monica 


Harry J. Mohler, Missouri Pacific Hospital, ‘St. Louis 4 
James P. Richardson, Presbyterian Hospital, Charlotte 4. 
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K. Warren, Greenwich Hospital, Greenwich, Conn. 
James R. Neely, secretary, 18 E. Division St., Chicago 10 


Council on Professional Practice 


Albert W. Snoke, M.D., chairman 
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OHIO CHEMICAL & SURGICAL EQUIPMENT CO. 
MADISON 10, WISCONSIN 


as the anesthetic 
of choice 


The largest producer of medical gases — Ohio Chemical’s 
diamond on the cylinder continues to stand for leadership in 
purity and dependable uniformity. 


Ohio has pioneered in the development of pure medical 
gases for over four decades. It was privileged to first make 
available commercially such agents as ethylene and cyclopro- 
pane. Just one more reason why Ohio has the reputation for 
the finest medical gas supply facilities in the country. 


Ohio medical gases are truly the “anesthetic of choice” for 
the profession. 


For Medical Gases Bulletin, Form 2040, write Dept. [1-2 


Ohio Chemical Pacific Compony, Sen Francisco 3 
Ohio Chemical Canada itd., Toronto 2 
Airco Compony International, New York 17 
Cie. Cubofic de Oxigeno, Havana 
(All Divitions or Subsidiories of Air Reduction Company, incorporated) 


At the frontiers of progress you'll find Au Air Redaction Product. . industrial welding and cutting equipment, and acetylenic chemicals Purece: Carbon dioxide, quid 
solid (“Dry ice’") « Ohie: Medical gases and hospital equipment National Carbide: acetylene and caftium carbide Cottes Chemical: Polyviny! acetates, alcohols and other resins. 
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HE MODERN HOSPITAL has 
gio large size and has the 
capacity for great usefulness and 
power. Through local, state, re- 
gional and national organizations 
its usefulness and power is in- 
creasing. Advances in scientific 
medicine have provided hospitals 
with newer and better opportuni- 
ties for service to ailing humanity 
that never existed before. Those 
advances are the ability to diag- 


nose and cure many diseases and 


conditions which all through the 
centuries were not diagnosable or 
curable. 

Naturally this places the hospi- 
tal in a situation full of opportu- 
nity and constraint, of glory and 
criticism. Constraint and criticism 
were not anticipated by many of 
us, but they seem to be natural 
accompaniments of growth, useful- 
ness and power. This has brought 


yous resident | 


hospitals not only fame and public 
interest, but also places them in a 
position in which the public ex- 
pects more services than just su- 


perior hospital care. Just to men- > 
tion one such service — develop- 


ment of new methods of financing 
hospital care which will reimburse 
the hospital for services to pa- 
tients. In many ways this develop- 


ment is alien to the traditions of 


hospitals and medicine. 

Hospitals having acquired new 
abilities, new responsibilities and 
new potentialities must expect 
criticism. In addition to the many 
problems and complex functions of 
the hospital, it is difficult to face 
hitherto unexperienced harass- 
ment, criticism and suspicion. This 
harassment tends to destroy the 
unity of the hospital. Perhaps what 
we mean by unity of the hospital 
is the ability of the governing 


STERILIZATION 
TODAY but 
NOT TOMORROW 


Learn how to wrap your 
dressings loosely, how to 
pack them into the autoclave 
chamber properly and to 
watch all the gauges and in- 
struments during the steril- 
ization. It will give you ster- 
ile dressings today. 


But tomorrow when someone else runs the autoclave, little 
Diacks will stand by to help you supervise someone else’s ster- 
ilization techniques. Will she be as careful as you are? 

Diack Controls are for people who know that sterilization is 
only as perfect as the person who runs the autoclave—that 
Diack Controls check that slip-up which is bound to occur. 


SMITH & UNDERWOOD 
ROYAL OAK, MICHIGAN 
Sole Manufacturers of Diack Controls and Inform Cassese 


board to conduct the hospital as a 
unified whole—allowing the board 
to fulfill its moral and legal obliga- 
tions to the public. 

Hospital-physician relationships 
is one of the problems in attaining 
hospital unity because of the 
subtleness of the issues and of the 
personalities we are dealing with. 

At a meeting of the Association 
of University Programs in Hospital 
Administration, financed by the 
Kellogg Foundation, one explana- 
tion for the difficulty in achieving 
good hospital-physician relation- 
ships was given. “Hospitals are 
loosely integrated institutions made 
up of semi-autonomous profes- 
sional groups, highly individualis- 
tic, highly motivated, jealous of 
their status and loyal to the char- 
ter or ethics of their profession. 
The degree of codperation between 
these semi-autonomous profes- 
sional groups who work in the hos- 
pital depends upon their under- 
standing of mutual interest, needed 
common service and assistance.” I 
believe that we cannot escape the 
conclusion the the hospital is only 
a loosely knit organization as far 
as the professional groups are con- 
cerned, “knit together by informal 
arrangements, committees, treaties, 
and common interests.” 


Should the hospital become 


closely integrated? Whether 


we answer this question or not, 
the following forces are tending 
to integrate it. 

» Group practice, either geo- 
graphic or salaried fulltime. 

>» Outpatient departments, par- 
ticularly in a teaching hospi- 
tal. 

» Group insurance—Blue Cross, 
Blue Shield and commercial 
companies. : 

» Organized efforts of many 
groups to raise standards. 
Some activities in this area 
are the hospital survey and 
accrediting program of the 
Joint Commission on Accred- 
itation of Hospitals, the Amer- 
ican Medical Association's 
hospital approval program for 
the training of interns and 
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always your best buy 


standard for initial control of failure 


ME RCUH DRIN'® sodium 

(BRAND OF MERALLURIDE INJECTION) 
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",..more advantages in the treatment of congestive 

° heart failure than any of the other mercurial 7 arereeeeerr 

diuretics for parenteral use"! - 


and for maintenance NEOHYDRIN°’®@ 


(BRAND OF CHLORMEROORIN) 


wien injections in 80 to 90% of patients” 


references 
1. Krantz, J. C.; Jr., and Carr, C. J.: The Pharmacologic 
Principles of Medical Practice, ed. 3, Baltimore, 
The Williams & Wilkins Company, 1954, p. 1006. 
2. Leff, W., and Nussbaum, H. E.: 
J. M. Soc. New Jersey 50: 149, 1953. 
3. Moyer, J. H.; Handley, C. A., and Wilford, I.: 
Am. Heart J. 44:608, 1952. 
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FLEX-STRAW. 


Only 
FLEXIBLE DRINKING TUBE 
PAPER BASED ~— DISPOSABLE 


— for BOTH HOT 
and COLD 
LIQUIDS 


@ UNWRAPPED 


@ INDIVIDUALLY 
WRAPPED 


@ NO 
STERILIZING 


@ NO 
BREAKAGE 


@ SAVES 
VALUABLE TIME 
of NURSES ond 
ATTENDANTS 


residents, certification of phy- 
sicians by the specialty. boards, 
hospital licensure laws, fire 
codes and ordinances, and the 
federal government’s regula- 
tions on narcotics, alcoho] and 
nonprofit organizations. 
Members of the medical profes- 
sion are highly individualistic 
and many fear and resent these 
forces toward integration of the 
hospital. Does this explain, in part 
at least, the opposition to the in- 
clusion of anesthesia, laboratory, 
x-ray and physical therapy serv- 
ices in Blue Cross Plans? © 
Is it any wonder then that it is 
a difficult task for the administra- 
tor to coordinate the activities of 


the various professional groups in 


the hospital when “the adminis- 
trator at best is only a nominal 
member of one group.” The ad- 
ministrator must work through 
education and persuasion, indicat- 
ing that it is to the common inter- 
est of all professional groups to 
cooperate and pointing out that 
unless the loosely integrated hos- 
pital operates as a unit by the 
willingness of these individuals to 
be responsive to cooperation, so 
that all may concentrate on one 
single task, service to the sick and 
injured will be impaired. 
Fragmentation of the hospital 
into powerful semi-autonomous 
groups endangers the ability of the 
governing board to operate the 
hospital as a unit and should not 
be allowed. This does not require 
dictatorship nor the _ corporate 
practice of medicine. It does mean, 


from an administrative standpoint, 


that the governing board of a hos- 
pital should have control of the 
institution, thus ensuring unified 
action toward the over-all aim of 
patient care. 

It is essential for the welfare of 
the physician, the hospital and the 
society we serve that we have as 
close understanding as is reason- 
ably possible. For that reason, I 
have taken advantage of the op- 
portunity to set forth, with no 
claim to originality or compre- 
hensiveness, my personal thoughts 
as to some of the sources of mis- 
understanding. The contribution of 
medicine and hospitals to mankind 
needs no defense. What all of us 


- are trying to-do is increase that 


contribution. 
We should know that the high 


regard the medical profession has 
attained was, and still is, attained 
by criticism. In other words, hos- 
pitals, together with medicine, are 
experiencing a combination of 
high regard on one hand and criti- 
cism on the other. There is an old 
saying that “The higher that 
smoke ascends from the chimney, 
the sooner do the winds of adver- 
sity assail it” (The Silent Force). 
As administrators, physicians 
and members of hospital govern- 
ing bodies, we should be happy 
that this challenge brought by 
criticism is before us. Challenges 
have built all professions, particu- 
larly those of medicine and hos- 
pital administration. The pioneers . 
in these professions have always 
met and conquered these chal-- 
lenges, and have thrived and 
grown. Today, these professions 
are respected and more in demand 
than ever. We must understand, 
however, that there will always be 
challenges as we continue to grow 
and serve. Deep satisfaction will 
be ours and hospital administra- 
tion will ever be exciting, and we, 
ourselves, will grow and mature 
as we continue to serve better and 
more effectively and to conquer 
each new challenge as it arises. 


AM HAPPY to see that my views 
on the importance and the 
necessity of good hospital-physi- 
cian relationships are shared by 
the planning committee for the 
Association’s Midyear Conference 
to be held February 4 and 5 at 
Chicago’s Palmer House. Hospital- 
physician relationships is one of 
nine general topics slated for dis- 
cussion. Presidents and secretaries 
of national, provincial, regional 
and state hospital associations will 
also consider these -issues: hospi- 
tal-nursing relations, legislation, 
institutes for small hospitals, uni- 
form accounting, Blue Cross, hos- 
pital insurance and auxiliaries. 
This meeting offers an excellent 
opportunity for hospital associa- 
tion representatives to exchange 
information on what they are do- 
in and how this might be of help 
to others in program planning. 


F. R. Bradley, M.D., president 
American Hospital Association 


HOSPITALS 


HERE 
FULLY 
SEND FOR 
SAMPLES 
Canadian Distributors: 
INGRAM & BELL LTD. 
Headquarters: Toronto 
PLEX-STRAW CO DEPT. 
H-255 
2040 Broadway 
Sente Monica, Calif. 
Send Samples and Information 
Address TH. AQ 


_ 2815 Main St., Dallas 1, Texas 5 2506 Biake St., Denver 17, Colorado 


always better 


HAEMO-SOL 


now has the new, low, compact look 
in its all new, all metal container_ 


@ Moisture proof product protection 

@ Wider opening—easier to dispense 

© Every last ounce is at your finger tips 
@ No paper labels to get wet or soiled 

9 Triple tight cap for positive reclosing 

@ Squat shape will not tip over and spill 
e Easier to store—easier to use 


And, of course, inside is HAEMO-SOL the 

original cleaner and blood solvent, standard 

in so many hospitals and laboratories. Dissolves 

blood, disengages tissue, mucous, fat and 
proteinaceous soil on immersion alone. 


Completely soluble—Crystal Clear Solution 
—Rinses Completely. Equally safe and effective | 
for Metal, Glass, Rubber and Plastics. 
HAEMO-SOL cleans instruments, rubber 
syringes, lab glassware. 


Yes! HAEMO-SOL is used for spinal syringes, 
blood bank, Bio-Assay and Tissue Culture work. 


For Tracheotomy tubes, too, just soak and rinse. 


a “SIMEINECKE & COM PANY, ING; 


It’s so easy “So practical— . 
we can use the empties 


with 
in many ways, too!” 


Haemo-Sol! 


Price per Sib. can @ 12 cans-$5.40 each 6 cans-$6.08 each’ 1-5 cans-$6.75 each 


MEINECKE« COMPANY, »:_ 


Serving the Hospitals of America for more than Sixty oi Pat : cleaning to be done by 


on 
detailed instructions— 
THE HAEMO-SOL WAY 
for cleaning catheters, 


225 Varick St., New York 14,N.Y. © 736 E. Washington Bivd., Los Angeles 21, Calif. 
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New Autoclave 


= Brand Hospital Autoclave Tape No. 222 
changes color during the autoclave procedure™ 


BEFORE AUTOCLAVING tope has solid light color AFTER AUTOCLAVING tape bears tiieedtiine brown lines 


NO MORE GUESSWORK .. “SCOTCH” Brand Hospital 
Autoclave Tape No. 222 changes color during normal auto- 
clave procedure, tells you at a glance whether the item has 


YOUR SUPPLIER has this 
new tape now, plus the 


popular hospital-model 
been through the autoclave machine. And No. 222 has all of Bletinice-Length Dispeasers 


the advantages of the old No. 216 tape. It seals packs firmly, that measure out pre-set 
saves half the time ordinarily needed to prepare packs for lengths of tape. See him 
autoclaving with the conventional methods—pinning, string sodey' 


tying, tucking. This tight-sticking tape holds firmly in high 
steam temperatures, can be written on with pencil or ink. And 
most important, it leaves no stains or gummy residue. 


*IMPORTANT: Indicates autoclaving only— Nothing on 
the outside of a bundle can give positive proof of sterility. 


SCOTCH 


BRAND » 
Hospital Autoclave Tape No. 222 wes j 
The term “SCOTCH” ond the plod design ore registered trademarks for the more thon 300 pressure- sensitive adhesive tapes mode in U.S.A. by Minnesota Mining ond Mig. Co., 
St. Paul 6, Minn.— also moters of “SCOTCH” Tape, “Undersea!” Rubberized Cocting, “Scotchiite” Reflective Sheeting, “Sofety-Wolk” Non-slip Surfacing, "3M" 
Abrasives, “3M” Adhesives. Genera! Export 99 Pork Ave. New Yor. N.Y. in Conede: London, Ont., Con. 
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Executone’s DEPENDABL 


AUDIO 


to your present 


VISUAL call system 


of corridor domelights 


He's expected 
shortly, 
Mrs. Jones 


Audio-Visual 


Nurse Call System Cuts Foot Travel in Half! | 


Easily and quickly added to your present visual domelight 
system, Executone frequently uses existing conduits or 
raceways— providing you with a modern Audio-Visual 
Nurse Call System! All accomplished with no interruption 
of service during installation! 


Many hospitals—old and new—are discovering the econo- 
my and efficiency of Executone’s Audio-Visual system. 
More patients are handled with less effort, in less time! 
One hospital reports that Executone has reduced operating 


costs 8% per bed. /t is an invaluable aid in relieving the 


nurse shortage. 


By pressing a bedside button; the patient activates signals at three 
locations—chime and light on nurse’s control station, corridor dome- 
light, buzzer and light on duty stations. The nurse presses key to 
reply ... Executone’s Call System may be installed complete, added 
to existing domelight systems, or installed without domelights. 


HOSPITAL COMMUNICATION SYSTEMS 
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FOUR MORE Executone SERVICES 


1. Radio-Sound Distribution System provides 
patient with entertainment programs through individual 
‘pillow speakers’’. 


2. Doctors’ Call System locates doctors instantly, 
anywhere in the hospital. : 


3. Bed Occupancy Monitor® alerts nurses when a 
‘‘bed restricted”’ patient tries to get out of bed. 


4. General Administrative Intercom coordinates 
activities between departments and individuals. 


EXECUTONE, INC. Dept. P-8 

4115 Lexington Ave.. New York 17, N. Y. 
Without obligation, please let me have information 
on the following: 

[) Audio-Visual Nurse Call System 

[) Radio-Sound Distribution System 

Bed Occupancy Monitor® Doctors’ Call System 
General Administrative Intercom 

Address ; 

State. 


In Canada: 331 Bartlett Ave., Toronto 
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Thoughts on weekend meetings 
expressed by an administrator 


TO THE EDITOR 
Dear Sir: 

THE TIME HAS COME when I 
must express myself on a subject 
that has long concerned me... 
why do we, as hospital people— 
administrators and hospital asso- 
ciations—hold meetings of boards, 
committees, and councils on week- 
ends instead of considering it a 
part of our job. It somehow makes 
them seem “not very important.” It 
gives them tne appearance of be- 
ing social functions rather than 
meetings in which a great deal of 
work is accomplished for the bet- 
terment of hospitals all over the 
country. 

It is our hospital which is a mem- 
ber of these organizations and not 
we as individuals. It is our hos- 
pital’s experience that we bring 
to the meetings, and it is our hos- 
pital that receives the benefits. 
Why are we reluctant to consider 
it hospital work? 

The trustees of our hospitals 
realize that hospitals make prog- 
ress by knowing what is going on 
in the hospital field and that there 
is no better opportunity for learn- 
ing than to serve these associa- 
tions. They are aware that hos- 
pitals benefit greatly from any 
time the administrator spends 
helping to decide acceptable prac- 
tice in the hospitals of their state, 
area or nation. 

ospital administrators have 
never learned to work a forty- 
hour week; thereby, leaving some 
time for civic projects, church 
projects, and personal things that 
benefit our community, our family 
and ourselves. As professional peo- 
ple we should have the qualifica- 
tions to do our job within a 40- 
hour week. 

Check with the administrative 
officer of your bank, your college, 
your large insurance firm or the 
public utilities; check with the 
teachers in your schools, the farm 
coéperative manager, the secretary 
of your Chamber of Commerce or 


the executive of the automobile 


> > 
| 


association. Check with any per- 
son in “top management” whose 
executive ability you admire— 
ask -him whether he serves his 
firm’s state or national organiza- 
tion on his own time. You will find 
the answer is “No.” 

Are we less efficient executives 
than these? Are our state, regional 
and national associations less effi- 
cient or less important?——CELESTE 


K. KEMLER, administrator, Valley . 


View Hospital, Ada, Okla. 


Statement can be used 
in developing goals 


TO THE EDITOR 
Dear Sir: | 

IN STUDYING THE “Tentative 
Statement on Nursing Education” 
published in HosprtTats last Oc- 
tober, I am very much impressed 
with its content. It appears to be 
a comprehensive statement that 


_can be used in developing mutually 


acceptable goals in nursing edu- 
cation for the major associations 
concerned. All of us need funda- 
mental orientation and guidance 
in working with the complex prob- 
lem of nursing education, and, with 
well-established goals, we can 
more effectively approach a work- 
ing program. 

I am disappointed that the state- 
ment contains very little concern- 
ing the subject of progression from 
the three-year graduate level to 
the baccalaureate and graduate 
degree. In fact, it represents this 
problem to have been solved. It is 
my impression that a three-year 
graduate is still credited with ap- 
proximately 26 to 30 hours when 
applying to most universities for 


admission; and, to obtain a bach- 


Letters from readers are wel- 
come. They shodld be brief and 
must be signed. HOSPITALS re- 
serves the right to edit letters for 
space reasons. Address letters to 
the Editor, HOSPITALS, the 
Journal of the American Hospi- 
tal Association, 18 E. Division | 

Street, Chicago 10, Illinois. 


elor of science degree, she must 
then plan for at least three years 
of pure academic exposure. This 
requirement is applied without 
any regard to her nursing ex- 
perience, and, in my opinion, this 
is the basic factor affecting our 
serious shortage in degree person- 
nel, trained for teaching and high- 
level supervisory positions. It 
would seem that examinations 
planned to cover the elementary 
subjects would afford many dip- 
loma nurses an opportunity for 
advancement without submitting 
to a lengthy academic curriculum, 
which only brings out in detail 
that which they have learned 
through experience. 

Statement XV reads, “To assure 
an effective educational program 
in nursing, it is essential that ade- 
quate finances be provided.” Cer- 
tainly no one would disagree with 
this statement, but it does not pro- 
vide us with a basis for a working | 
understanding. I would like to see 
some amplification of this para- 
graph: To me it is evident, in rec- 
ognizing these fundamental goals, 
that financing will be a major 
problem. If we are contemplating 
spreading the costs of nursing edu- 
cation to a broader base, then it 
seems to me there would be no 
better time to outline our objec- 
tives —CarRL C. LAMLEY, executive 
director, Stormont-Vail Hospital, 
Topeka, Kan. 


Comments about sirens 
arouse fond memories 
TO THE EDITOR 
Dear Sir: 

I WAS INTERESTED in your com- 
ments in HOSPITALS and THIS 
MONTH on ambulance sirens and 
speeds, as I rode an ambulance in > 
1919 and early in 1920 in New 
York. 

I have very distinct memories of 
the ambulance wrapping itself 
around a pillar on the elevated 
railway on Third Avenue and of 


_ coming off second best in a tilt with 


a ten-ton coal truck. 

I also remember being mobbed 
by a crowd of hysterical relatives 
and friends in a tenement in an 
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300 pound Mabel slept here 


~lomac 
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' Obviously, we didn’t build this Tomac Overhed Table as a port 


of refuge for heavy sleepers like Mabel. It would have given her — 


very little comfort. But she would have been safe. For in spite 


of her terrific poundage, it wouldn’t have let her down...not so 
much as one little sag! | 

The strength and durability we’ve designed into this table are 
characteristic of the way we build AMERICAN products. That’s 
why, on the basis of performance, you'll find them the most 


Suppliers of the best—for the world’s best hospitals 


| American Fllospital 


GENERAL OFFICES + EVANSTON, ILLINOIS 
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Italian neighborhood when a baby 
died following an emergency tra- 
cheotomy. It was an Italian ambu- 
lance driver who saved me from a 
severe beating and perhaps saved 
my life on that occasion. 

The Bellevue and Allied am- 
bulances which I rode were White 
ambulances, and I distinctly recall 
hitting 50 and 55 miles an hour 
driving down Fifth Avenue with 
the driver weaving through traffic 
and the intern, namely myself, 
working the lever on the gong. It 
was some months later that an 


edict went out that interns would 
not be allowed to ride in the front 


with the driver because there was 


a fear that he was distracting the 
driver’s attention. — G. HARVEY 
AGNEW, M.D., hospital consultant, 
Toronto, Ont., Can. 


Procedure for submitting 
articles for publication 


TO THE EDITOR 
Dear Sir: 

AS A MEMBER OF the American 
Hospital Association, I should like 
to learn the procedure to be fol- 


i 


Nad the been, chore VIM 


lowed in submitting an article for 
publication consideration. 
Specifically, I wonder about the 
number of copies desired, spacing 
and to whom the article should be . 
submitted.—WILLIAM F. LEE, as- 
sistant manager, Veterans Admin- 
istration Hospital, Fort Douglas 
Station, Salt Lake City, Utah. 
Editor’s Note—HOSPITALS is always 
interested in having articles submitted 
for review. Manuscripts should be type- 
written and double spaced with mar- 
gins of one inch at both sides of the 
paper. The original manuscript and a 
earbon copy should be submitted to 


HOSPITALS, the Journal of the 


American Hospital Association, 18 East 
Division Street, Chicago 10, Illinois. 


_ Expression of thanks 
TO THE EDITOR 
Dear Sir: 

I HAVE JUST READ the December 
issue Of HOSPITALS, and I do want 
to get off a note thanking you for 
the advertising you gave us in both 
this issue and the November issue 
in support of the forty-eighth an- 
nual Christmas Seal Sale. I per- 
sonally do appreciate the codpera- 
tion and help you have given us 
and want to say a heartfelt thanks. 
From the looks of things at the 
moment, our campaign will be 
quite a successful one this year.— 
FRANK T. JONES, program develop- 
ment division, Nat'onal Tubercu- 
losis Association. 


Bouquet from abroad 


TO THE EDITOR 


Dear Sir: 


There is a possibility that we 
may have a demonstration project 
in India on central supply rooms 
and recovery rooms. Will you 
please send me reprints of any 
articles that have been published 
on these two subjects? | 

As a member of the American 
Hospital Association, I received 
the magazine all last year and part 
of this year. My friends here are 
interested in the journal. | 

I would also like to have any 
materials which you have pub- 
lished on premature nurseries and 
on central linen rooms, as these 
subjects come up frequently dur- 
ing my conferences with many hos- 
pital administrators.—LILLIAN M. 
Biscuorr, public health nursing 
consultant, United States Technical 
CoGperation Mission to India. 
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FLEET ENEMA Disposable Unit 


NOW AT A 
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W, LOWER PRICE 


40 sECONDS 


It takes only 40 seconds to prepare and ad- 
minister a routine enema with the Fleet 
Enema Disposable Unit. Using cumbersome, 
old-fashioned equipment, preparation plus 
instillation plus “clean-up” and sterilization 
consumes 28.3 minutes. 

Only FLeet ENEMA Disposable Unit offers 
these conveniences .. . one hand administra- 
tion... sanitary, individually sealed rectal 


tube . . . built-in rubber diaphragm to control . 


flow, prevent leakage. 


Each individual 4% fi. oz. unit contains, per 100 
cc., 16 gm. sodium biphosphate, and 6 gm. sodium 
phosphate, an enema solution of Phospho-Soda 
(Fleet)... gentle, prompt, thorough. 

*From a soon-to-be- published time-cost study. 


“Phospho-Soda”, “Fleet” and “Fleet Enemo” ere 
registered trademarks of C. B. Fleet Co., Inc. 
Cc. B. FLEET CO., INC. + LYNCHBURG, VIRGINIA 


Manvfacturers of “Phospho-Soda”, a lax- 
ative of choice for over half a century. 
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NEW TELFA DRESSING keeps wounds 
dry without sticking! 


Promotes better healing of all wounds —by primary intention 


This new all-purpose dressi 
is both fully absorbent an 
completely non-adherent. 
TELFA Strips keep wounds 
dry, yet can be changed easily, 
painlessly, and without disrup- 
tion of the healing wound 
surface. 

TELFA is a non-wettable 
perforated plastic film bonded 
to Webril®, a highly absorbent 
backing of 100% pure cotton. 

Faster healing has been dem- 
onstrated in thousands of clini- 
cal wounds. Wounds never = 
into the dressing, yet are kept 
dry. TELFA non-adherent 
dressings are economical, too. 


They cost no more than con- 
ventional dressings, and save 
considerable doctor and nurse 
time in changing dressings. 
HOW TO USE: Apply TELFA 
with film side directly on wound 
perforations pass 

—— freely, but prevent re- 
verse flow) m cover with 
preferred sponge or drainage 
ad (on slight wounds, no 
urther dressing is needed). 
Finally, secure in place with 
adhesive or Kerlix* bandage. 

— in 24%" x 4" and 3” 
x 8” Strips, in hospital cases; 
and in x 3” sterilized enve- 
lopes for doctors’ offices. 


Abdominal incision is repre- 
sentative of the many uses 
for TELFA Strips—in major 
and minor surgery, as well as 
in emergency rooms and on 
floors. 


Gurity 


NON-ADHERENT STRIPS 


*Trademark of The Kendall Company 


(BAUER & BLACK) 


Division of The Kendall Company 
309 West Jackson Bivd., Chicago 6, Illinois 
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by any measure 
it’s 


SURGICAL BLADES 


°° 


and by any measure it is just as true today as ei 
when our Company was founded ... in the 2 
purchase of B-P RIB-BACK SURGICAL v 
BLADES you are provided with the most de- ° 
pendable cutting edges that modern scientific 2 
methods and the art of accuracy can produce - 
. their performance in use is the answer to S 
the question of economy! - 
z 
| Ask your dealer be 
BARD-PARKER COMPANY, INC. 
Danbury Connecticut, U.S.A. 
| 
% 
RIB-BACKS packaged in the new re 
RACK-PACK eliminates unwrap- 
ping, handling or racking of indi- ™ 
vidual blades. A real time and labor » 
saver for the O.R. personnel. Jn a ¢ 
matter of seconds from RACK- °o 
PACK to sterilizer. ,* 
4 
9 ,v* 
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CASTE 


| 


- Furniture, Maids’ Trucks, Food and Tray Trucks, Instrument Tables 
— all move without noise or effort when equipped with COLSON casters. 
There is an easy-rolling COLSON caster for every kind of hospital 
rolling equipment. 


Casters With Wheel and Swivel Lock for 
Wheel Stretchers, Shelf Trucks, etc. 


Fully adjustable cup and cone ball bearings in 
wheel and swivel bearings. Double steel disc 
wheels have demountable cushion rubbber or 
semi-pneumatic tires. Brake lever locks swivel 
for straightaway operation or wheels and swivel 
to hold equipment stationary. Available in 8” 
and 10” wheel diameters with or without locks. 


Casters for Metal Furniture and Bed Casters 
Rolling equipment 


Equipped with universal 
metal expansion adapters 
these casters are ideal 
for replacing worn, hard- 
rolling casters on all kinds 
of lightweight equipment 
with tubular legs. Full ball- 
bearing construction for 
easy, quiet operation. In 
1 5/8", 2” or 3” diameters 
— with wheel brakes if 
desired. Conductive rubber 
models available. 


Easy-rolling, easy-turning COLSON bed 
casters prevent scratching or gouging 
of floor surfaces. Adjustable adapters 
for all popular sizes of round or square 
tubing used in beds. Full ball-bearing 
swivel construction, hardened 
bearing surfaces and oversized 
stems assure many years of 
trouble-free service. Wheel sizes 
are 3", 4” and 5”. Conductive 
rubber models as well as wheel 
brakes are available. 


Write for Free Catalog on COLSON Casters and Hospital Equipment 


24 "HOSPITALS 


age 
‘ 
==, 
&: 
| 
— 
—- 
\—— 4] 
| Bis 
| 
| 
oh — ¥ 
T 
2 


Surgical Instruments, Labonte 
Rubber Equij 


CLEAN 
—offered by an INSTRUMENT MANUFACTURER 


Read these facts about this revolutionary new Cleaner and COMPARE! 


After years of research, Weck introduces WECK CLEANER with the 
assurance that there is no finer instrument cleaner on the market. Here ore 
the FACTS about this revolutionary new product: 
Removes clotted blood and other contamination rapidly. 
Cleans effectively even in the hardest water. 
Wets, penetrates, dislodges and emulsifies all soils rapidly. 
Dissolves rapidly in warm water. 
Does not produce foam which would interfere with — 
mechanical washing. 

* Inhibits corrosion of surgical instruments. 

* Completely safe to use. Does not contain free caustic. 

No more alkaline than a neutral soap. 

We suggest that you order a 5 pound can of WECK CLEANER. If you ore not more 
than satisfied with the results we will gladly refund your money. 


If you ask me— 

any product that will clean 
thermometers and formula bottles 

and nipples will clean anything. And, 

in my opinion, the best job is done 

by the new WECK CLEANER. 


. 1 con $5.30 
PRICES PER 5 LB. CAN 3cans 5.00 each 
WITH MEASURING SPOON: 6cans 4.80 each 


12cons 4.60 each 
Remember — WECK is world-famed for Surgical Instrument Repairing 


EDWARD WECK « co., inc. 


135 JOHNSON STREET « BROOKLYN 1, N. Y. 


Founded 1890 


Monviocturers of Surgical Instruments + Hospitol Supplies 
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Another 
fund-raising success! , 


ORMAL DIFFICULTIES of raising money are heightened in Huntington, 

Long Island, a commuter suburb of New York City, where many 
residents are available for volunteer work only during evenings and 
weekends. That is why the hospital leaders and citizens deserve special 
commendation for the over-the-goal campaign just completed. 


Although this triumph under Ketchum direction is noteworthy, it 


is far from unusual. It has been duplicated many times in recent months. — 


Before your hospital undertakes a building fund campaign, you are 
invited to discuss your plans with us. Our recommendations at the time 
initial plans are made should increase substantially your opportunity 
for outstanding success. 


Conultation Without Obligation 
KETCHUM, INC. 
Campaign Direction — 


CHAMBER OF COMMERCE BUILDING, PITTSBURGH 10, PA., AND $00 FIFTH AVE., NEW YORK 36, N.Y. 


CARLTON G. KeTcHuM, President « NORMAN MAC LEOD, Executive Vice President 
MC CLEAN WORK, Vice President Grces, Eastern Manager 


Member American Association of Fund-Raising Counsel 


Some Other | 
Recent Victories 


KAUL MEMORIAL HOSPITAL 
St. Marys, Pennsylvania 
Goal $800,000 —Pledged $899,000 


BORGESS HOSPITAL 
Kalamazoo, Michigan 
Goal $1,500,000 — Pledged $1,647,000 


AULTMAN & TIMKEN-MERCY HOSPITALS 
Canton, Ohio 
Goal $2,500,000 — Pledged $2,664,000 


MASSILLON CITY HOSPITAL 
Massillon, Ohio 
Goal $497,250 —Pledged $513,000 


BALL MEMORIAL HOSPITAL. 
| Muncie, Indiana 
Goal $1,700,000 —Pledged $2,700,000 


BOOTH MEMORIAL HOSPITAL 
Covington, Kentucky 3 


Goal $200,000 — Pledged $244,000 


OHIO VALLEY GENERAL HOSPITAL 
McKees Rocks, Pennsylvania 


Goal $265,000 —Pledged $376,000 


WEST PENN HOSPITAL 
Pittsburgh, Pennsylvania 
Goa! $3,000,000 — Pledged $3,000,000 


SOMERSET COMMUNITY HOSPITAL 
Somerset, Pennsylvania 
Goal $400,000 — Pledged $440,000 


ST. LUKE'S HOSPITAL 
Bethlehem, Pennsylvania 
Goal $2,100,000 —Pledged $3,154,000 


ST. JOSEPH’S HOSPITAL 
Stamford, Connecticut 


Goal $1,000,000 —-Pledged $1,401,000 


ST. VINCENT’S HOSPITAL 
Erie, Pennsylvania 
Goal $1,350,000 — Pledged $1,717,000 


EAST LIVERPOOL CITY HOSPITAL 
East Liverpool, Ohio 
Goal $750,000 — Pledged $1,035,000 


OHIO VALLEY GENERAL HOSPITAL . 
Wheeling, West Virginia 
Goal $1,500,000 — Pledged $1,911,000 


WASHINGTON HOSPITAL 
Washington, Pennsylvania 
Goal $1,200,000 — Pledged $1,329,000 


McKEESPORT HOSPITAL 
McKeesport, Pennsylvania 
Goal $1,800,000 —-Pliedged $2,103,000 


CONEMAUGH VALLEY 
MEMORIAL HOSPITAL 
Johnstown, Pennsylvania 

Goal $1,300,000 —- Pledged $1,875,000 


SOUTHSIDE HOSPITAL 
Bay Shore, New York 


Goal $900,000 — Pledged $976,000 


BUTLER COUNTY MEMORIAL HOSPITAL 
Butler vania 


Pennsyt 
Goal $750,000 —Pledged $819,000 
HOSPITALS 


HOSPITS 
Huntington, Nev 
got 
q 


CASTLE LIGHTS pace the tadustry 


mechanical compactness, improved vision, | 
is presented ws 


"60" SERIES 
MAJOR 
SURGICAL 


LIGHT WHERE THE SURGEON NEEDS 
TO SEE—<A fixture so easily moved that the 
surgeon’s visual need is instantly met. Without 
breaking sterile technic, any member of the 
surgical team can direct the beam with only 
ounces of pressure on sterilized control handles. 


MULTI-USE CENTER SPOTLIGHT —In ad- 


dition to 4 major reflectors, an exclusive Center 
Pilot Spotlight provides extra penetrating power 
and an emergency lighting source. Projecting 
an 8-inch pattern deep into the incision, the 
pilot spot also acts as a pre-operative position- 
ing guide to insure visual accuracy of light 
placement. An excellent auxiliary brain light 
or independent illuminator for ophthalmic sur- 
No. 61— Dual offset arm without : gery. Can be connected to automatic emer- 
vertical adjustment. | & gency circuit. 


OBJECTIONABLE COUNTER-BALANC- 
ING BALL ELIMINATED — A newly devis- 
ed INTERNAL CAM BALANCE obsoletes the 
conventional ball-type counterweight and pro- 
vides “feather-touch” mechanical controls that 
are self-locking in any position. 


ELIMINATES REPOSITIONING OF 
TABLE A small central mounting with a 
dual offset arm provides continuing 360° rota- 
tions on 3 axes, without stops. Lamphead may 
be extended, lowered or tilted to any point 
within an 83” diameter circle, making it un- 
necessary to move operating table during any 


No. 63 — With vertical adjustment operation. 


and control 
AND STERILIZERS 


WILMOT CASTLE COMPANY, 1255 University Ave., Rochester 7, New York 
Send data on the “60” Series Lights 
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Cop 


National has important news for business 
everywhere! The duplicate copies you see 
above were made without carbon paper! This 
is made possible by use of a special paper 
developed by the research laboratories of 
The National Cash Register Company. It is 
called “NCR Paper” (No Carbon Required). 
NCR Paper puts an end to irksome handling 
of carbon paper — inserting, removing, 
storing. 


Saves Time, Avoids Smudges. 
Can't smudge copies or fingers. 

Making multiple records is now as casy as 
picking up 3, 4, (or more) forms from a stack 
and inserting them in a typewriter or 


ies without 


business machine. And NCR Paper provides 
exactly the same advantages when making 
copies by hand (receipts, sales slips, guest 
checks, etc.). 


Better Copies. When forms are placed to- 
gether and written on — by typewriter, busi- 
ness machine, or by hand — clear, clean 
copies are made without carbon paper. 


Ends Carbon Paper Disposal. With 
NCR Paper, troublesome removal and dis- 
posal of used carbon sheets are avoided. 


Try the new NCR Paper and be amazed at 
the new case, simplicity, cleanliness and 


time-saving it brings to multiple copying. 


THE NATIONAL CASH REGISTER COMPANY, 9, hic 
949 OFFICES IN 94 COUNTRIES 


arbon! 


Contact your local business 
forms printer for NCR Paper 
— or your nearby National 
vepresentative — or write to 
The National Cash Register 


Company, Dayton 9, Ohio. | 


j 
all 
oF: 
— 
— 
Sige 
f 
x 
MARK REG. U.S. PAT. OFF. 


« 

THE 

“14 Be 

Lose 

en 


admirably fulfill the special needs of the hospital: 


unexcelled therapeutic efficacy against the broadest 
range of infections 


exceptional ease of dispensing and administration 
packaging for convenient, space-saving storage 
available in a wide variety of dosage forms—oral, 


parenteral, topical—for every medical or surgical purpose 


Your Pfizer: representative is ready to assist you in 
meeting your individual requirements. 


PFIZER LABORATORIES, Brooklyn 6, N. Y. 
Division, Chas. Pfizer & Co., Inc. , 
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outstanding pharmaceuticals ...designed for institutional use 


Americon Sterilizer Pyrogen Free 


at CHARITY HOSPITAL, New Orleans 


- 


at COOK COUNTY HOSPITAL, Chicago 


aie 


' at NATIONAL INST ITUTES of HEALTH, Bethesda 


booklet presenting o fuller discussion 

of the ASPF technique for preporction of 
1.V. solutions in the hospitol, is available 
upon request from the American Sterilizer 


‘4 


@ The most modern Hospital Solution Rooms are planned and equipped by American Sterilizer Company 


at GEORGIA BAPTIST HOSPITAL, Atlanta 


at CITY HOSPITAL, Winston-Salem 


Aisén pictures show modern solution 
room equipment for hospital-made 
solutions in five of the most modern 
installations. Many more hospitals of 
importance throughout the country 
are equipping similar Solution Rooms 
with ASPF equipment. 


Write Dept. SW-12 


AMERICAN 
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new high 


in 
nursery division . 


-MENNEN BABY MAGIC 


When used as directed... 
¢ actually prevents diaper rash 

¢ heals current cases rapidly 

saves nurses’ time . . . gives better care 


In hospital tests of Mennen Baby Magic skin care, 
85.5% of cases of ammonia diaper rash were completely 
cured, from a clinical standpoint. There was only one 
recurrence while Mennen Baby Magic was being used! 


Baby Magic is a bacteriostatic non-greasy emulsion of 


THE MENNEN CO. Dept. H, Morrisiown,N.J. 


cholesterol and related sterols, lanolin, and contains the 

quaternary compound Methylbenzethonium chloride. Magie 

It is excellent for all-over skin care. 3 ) aay Baby Magic “Usage” Booklets 
SEND FOR FREE TRIAL QUANTITY 

of this remarkable lotion . . . and ask for Free Copies 

of the Mennen booklet prepared especially for Doctors Address 

and Nurses, ‘‘Proper usage of Mennen Baby Magic in City pe 
the Hospital Care of the Newborn” Signed _ Bestites 


JUST FILL OUT COUPON AND MAIL! 
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find out — 


YOU CAN SAVE 


q 


Floor Treatment Dollars 


with a FREE 


HILLYARD SURVEY 
7 of your Floors. 


A HILLYARD HOSPITAL FLOOR TREATMENT PLAN 
CAN SAVE MATERIAL AND LABOR COST 


- From Survey to Service you'll find Hillyard specialized floor treatments provide — 


complete protection, beauty and economy—safe for your floors—safe for those who 
walk on them—have to last longer. because they’re made to answer particular hos- 
pital floor problems. They’re famous for quality. The Hillyard ‘“Maintaineer’”’ 


near you is trained to efficiently and quickly make a FREE survey of your floors — 


and sanitation problems and present a plan especially prepared for you. He will 
show you how your floors can be more beautiful—vet prove important savings in 
labor and materials. 


All Specifications prepared in accordance with 
American Institute of Architects requirements. 


Write or Call Collect for the Name of your nearest HILLYARD MAINTAINEER ® 


HILLYARD CHEMICAL CO. 
St. Joseph, Missouri 


Please have your Maintaineer call and make a free survey of 
my floors. ae 


Title 


ST. JOSEPH, MISSOURI 
Branches ond Worehouse Stocks in Principal Cities 
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dlake reversible windows 


| The revolutionary 


~ a e slash cleaning costs 
4 @ eliminate maintenance 


| Architecte Office of Walk C. lowes, &. 
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4 e reduce air conditioning and heating costs 


These are typical 


Adlake 


reversible window 
installations 
Here’s why YOU should specify 
Adiake reversible windows: 
Never need paint! 
: They last the life of the building 


Never rust, never rot! 
Because they're made of aluminum 


Cut window cleaning time! 
All cleaning is done inside the building 


Stash liability insurance rates! 
No window cleaning hazards 


Never rattle, never stick! 


Easy to operate 
Easy to install! 
| Ready to be fitted in openings | Adleke Serias 1900 Reversible Window mid 
. Reduce air conditioning and heating costs! heme Office Buliding ter the State Insurcnce Fund, 
Less air infiltration Maw York, N. ¥. 


Archtects: Lorimer Rich 


The Adlake windows 
on these leading buildings 
are cleaned from the inside 
and lower insurance rates! 


It costs money every time a windowcleaner 
climbs gingerly out onto the window ledge! It’s 
dangerous work, costly work, and slow work. 
And it’s useless work, with Adlake reversible 
windows. These windows can be cleaned entirely 
from the inside of the building. Your window 
cleaning contractor or crew can clean more win- 
dows for less money. Or your regular janitor or 
cleaning staff can handle the window washing 
chore in complete safety. 


How about other maintenance? There isn’t any! 
For these Adlake windows are aluminum. That 
means they can’t rust, can’t rot, and never need 
painting. They keep their good looks for the life 

_ of the building, with no maintenance! 


And that’s not the only place Adlake windows 
save! Their unique weatherstripping makes 
possible a tight, lasting seal that brings real 
savings in lowered air conditioning and heating 
requirements. Your Adlake Representative will 
be glad to show you air infiltration test figures 
you wouldn’t have thought possible. — | 


Ad’: 


Cry County Courts 
Detrelt, Michigen 

Architects, Meslay, & Sey 
Cantracte,. & ile: 
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Aitenhet & Sawn 


General Contrector: The Gearge Fuller Le. 


rise 


ext 
East Unit, Boptis? Memoria! Mes; 
tomywel tens 


Adlake Sorter 2000 Seversibie Window 


The Alese Bellding, Piteburgh, 


Architects, Marriten & A wits 


Asecdiate Architect: Mitche® and Evchey, 


Architecte Office of Wath C. jones, 


Adleae 
Corsulting Arcwiects: 


General Contrector: Merman Censtruction Compan y 


4 


Perkins & 


Generel Controctor: Security Butiding Company 


Rockford Memerial Hospital, Rockferd, Minols 


Architects: Hubberd & Highland, 


Adlake Series 1500 Reversible Windew 


- 
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octorn GQuorge A. Fuller Company 


2068 Reversible Window 
Co. of America, Chicage, Miinots 
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One of these types of Adlake reversible windows 
is the right choice for your building! 


The Adiake Series 1000 
Reversible Window 


All aluminum construction with double 
weatherstripping of guaranteed 
non-metallic rubber impregnated fabric, 

_ permanently bound in an aluminum binder 
which may be easily removed. Window 
may be cleaned completely in a few 
seconds, from the inside. Between 
washings, windows are securely locked by 
special locking devices, to prevent 
unauthorized operation. 


The Adiake Series 1500 
Reversible Window 

Identical with the Series 1000 Window, 
but is equipped with a vent below or above, 
for ventilation when required. 


The Adiake Series 2000 

Reversible Window 

This aluminum window features an . 

exclusive inner-tube principle of weather- 

stripping that gives dependable, positive 
- and heating capacity requirements to an 

absolute minimum. Cleaners may 

deflate tube and reverse the window for 

cleaning in a few seconds. 


All Adlake Reversible Windows are 
available for double glazing, if desired. 


SEE SWEET’S ARCHITECTURAL FILE for complete information, or write: 


The Adams & Westlake bompaty 


Established 1857 « ELKHART, INDIANA «+ New York « 
SALES OFFICES: 319 W. 


Sales Representatives in principal cities 
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LAN KEN AU’ s Made-to-Order 


Few hospitals command so much attention outside their 
community as the new Lankenau Hospital. Distinctive 
design, functional efficiency, superb facilities — its creators 
overlooked nothing which would contribute to a highly 
effective hospital plant. 

Optimum temperatures for each of the many activities 
in the building are provided, effortlessly and accurately, 
by Johnson Automatic Temperature Control. In each of 
the 14 air conditioned operating rooms and in the delivery 


and nursery suites, Johnson /ndividual Room Thermostats . 


and Humidostats constantly maintain the exact tempera- 
tures and humidities desired. 

In the underground cobalt treatment room, and in the 
auditorium, cafeteria, kitchen, X-ray section and public 
areas, refreshing, even temperatures are insured by 
Johnson Controllers on the heating and ventilating sys- 


HOSPITAL WEATHER! 


it’s another 


ward Winning Hospit 


Lankenau Hospital, Philadelphia, recipient of 1954 First Honor Award 
by American institute of Architects. Vincent G. Kling, architect; 
A. E. D'Ambly, mechanical engineer, both of Philadelphia. 


tems. Other strategically located thermostats maintain 
patients’ rooms at the prescribed comfort level. 

An important fuel saving feature is the special Master- 
Submaster Control that varies the temperature of the hot 
water for the heating system in accordance with outdoor 
temperatures. Like every Johnson System, this entire instal- 
lation was designed specifically to satisfy the exact needs of 
each individual area in the building and insure the greatest 
return for every dollar spent for heating and cooling. 

Any building—small or large, new or existing—can 
enjoy the unique comfort and fuel saving advantages of a 
Johnson-engineered temperature control system. What- 
ever your control problem, it will pay you to talk it over 
with an engineer from a nearby Johnson branch. There is no 
obligation. JOHNSON SERVICE COMPANY, Milwaukee 
2, Wisconsin. Direct Branch Offices in Principal Cities. 


CONTROL 


TEMPERATURE 


PLANNING MANUFACTURING 
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A COMPLETE LINE OF | 


TELETHERAPY APPARATUS 


TEN MODELS...PRODUCED IN THE UNITED STATES...READY NOW! 


FEATURING... The First Commercial Presentation 
of the Hectocurie Shield as Specified by the Tele- 
therapy Evaluation Board of the Oak Ridge Institute 
of Nuclear Studies. 


Now you can choose from a complete range of Cobalt 60 
teletherapy equipment bearing two famous names in 

American manufacturing . . . combining Keleket for radi- 
on ation “know-how” and W. F. and John Barnes for 


cost under precision-built heavy mechanisms. 


25,000 
Peer Meer hee Models. Keleket offers complete Cobalt 60 service: advanced 


Medium or High Intensity equipment, protection and architectural data, source pro- 


. vertical plane curement, shipment, loading plus installation and expert 
"service. Consult your local Keleket representative or 
————— write today for free detailed literature. 


Four Ceiling-Suspended 
Medium or High intensity Units 
with or without celling turntable 
Ceiling Suspensions for either the Hectocurie or 
Kilocurie Source Shields with or without 
turntoble ot ceiling... vertical plane tilt or 


KELEKET X-RAY CORPORATION — 


210-2 WEST FOURTH STREET COVINGTON, KENTUCKY 
Expert Sales: Keleket International Corp., 640 First Avenue, New York 14, New York 


Kelley-Koett . . . the oldest name in X-ray 


=a 
= | 
“ 
for single Kilocurie Shield or two 
Sh, 
| 
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Ready for you now... 


Gudebrod s sutures in 


Cat. Mo. CCS 3 


DRri-pAK 2 


Three Dozen Sterile Tubet 


Se 


SUTURES 


4.0 pink Dye D.C. 


anes. 
Mow York 


® Pre-cut lengths 


® Heat sterilized 
by special technic 


Here are the finest non-absorbable su- Sealed dry in sterile tubes 


tures—dry and strong—in the most 
convenient hospital package. Strength ® Shipped and stored in canister 


and finish have been retained by use of of sterilizing solution 
special sterilizing technics developed es- 


_Pecially for silk and cotton sutures. (Re@ady for immediate use 


AVAILABLE IN SILK: 


PAT. APPLIED FOR 


BLACK 
AVAILABLE IN COTTON: [7 Gudebrod BROS. SILK CO., INC. 
WEST 34th STREET - NEW YORK 1, N.Y. 


PHILADELPHIA BOSTON - CHICAGO - LOS ANGELES DALLAS: 
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Comparative costs of fuel 

Does the Association have cost com- 
parison figures of coal, oil, and natural 
gas for hospitals? We have been burn- 
ing coal and are considering changing 
to natural gas and would like to make 
comparisons of the fuels. We have 
been consuming approximately 816 


tons of coal per year at $8.50 a ton. - 


Our rate for natural gas would be as 
follows: first 1,000 MCF per month 
—50c per MCF; next 4,000 MCF per 
month——36c per MCF; and all over 
5,000 MCF per month—32c per MCF. 

A ready answer to this problem 
cannot be given because some un- 
known variables and factors other 
than the relative prices of fuels 
are included. With assumed heat 
values of 12,000 BTUs per pound 
for coal and 1,000 BTUs per cubic 
foot for gas, it would appear that 
an average price of 36 cents per 
MCF for gas would be equivalent 
to the price now being paid for 
coal, 

This would not take into account 
the relative combustion efficiency 
that might be experienced with 
the two fuels. As gas operation 
would be much cleaner, there 
might be savings in building main- 
tenance, as well as in cost for fir- 
ing the boiler. 

This question requires analysis 
by a consulting engineer. If there 
is an university engineering de- 
partment convenient, its personnel 
might be able to provide this serv- 
ice.—CLIFFORD WOLFE. 


Adapting accounting manual 
Ie there a manual designed to aid 
small hospitals with their simplified 
bookkeeping systems? Ours is a 40- 
bed hospital. | 
The accounting manual pub- 
lished by the American Hospital 
Association in 1950, Hospital Sta- 
tistics and Uniform Classification 
of Accounts—Section 1, was de- 
signed for the average 150-bed 
hospital. Many smaller hospitals, 
however, 


onstrued being edvice. Hospitels with 


36 


have found that they 


can readily adapt this uniform | 


classification account to their par- 
ticular hospital. It is not neces- 
sary for the hospital to incorpor- 
ate all of the accounts that are 
recommended in this manual. Se- 
lection can be made of those that 
fulfill its needs rather than at- 
tempting to adopt the detail that 
is presented. 

If the hospital employs a firm 


of public accountants to do its 


annual audit, the firm may be of 
assistance in adapting this manual 
to the hospital’s accounting sys- 
tem. We receive many inquiries 


from public accountants, and this 


particular manual has met with 
great favor among them. 

Also, the American Hospital 
Association is preparing a manual 
on simplified bookkeeping proce- 
dures for small hospitals, using 
the 1950 manual as a basic guide. 
This new manual will be published 
sometime this year.—RONALD A. 
JYDSTRUP. 


‘Junior’ auxiliaries 


Our hospital cuxiliary is planning 
to organize a junior auxiliary, of 
which the members will be teen-age 
girls. We would appreciate any sug- 
gestions you wish to make to help us 
in planning for this group. 

First, we. would like to make a 
suggestion in regard to a name 
for the group. The term “junior 
auxiliary” is misleading as the 
word “junior” refers sometimes 
to girls of junior high school age 
and sometimes to the young ma- 
tron of junior league age. Many of 
the hospital auxiliaries select a 
specific name for such a group in- 
stead of using the confusing 
“junior auxiliary.” It would be 
wise to let the girls who are the 
charter members select the name, 
which might be connected with 
the first service they undertake as 
a volunteer project. 

The new manual, A Guide— 
Hospital Volunteer Services, has 
not only many helpful suggestions 
to aid in setting up volunteer pro- 
grams in general but also many 


references to the teen-age volun- 
teer. Likewise, there have been 
several helpful articles in the 
Auxiliary Newsletter. 

Many of the successful teen-age 
volunteer programs have been 
worked out with the counselors 
at the high schools and with youth 
directors of such groups as the 
Girl Scouts, YWCA, Camp Fire 
Girls and 4-H. Thus, there is a 
very fine continuity of service be- 
tween the school and the hospital. 
—ELIZABETH M. SANBORN. 


History of hospital records 


We are greatly interested in knowing 
the number of patients cured for in 
hospitals in the year 1900. We have 
information on the number of hospital 
beds for the year 1909, but this does 
not indicate the number of patients 
cared for. 

Accurate statistics about hospi- 
tals are almost non-existent for 
the period prior to 1921, when the 
American Medical Association be- 
gan its annual census of hospitals. 

As far as we know, the first list 
of hospitals ever to be published 
was that developed by Dr. J. M. 
Toner in 1872 and published by 
the American Medical Association 
in 1873. This list contained a great 
deal of information about the hos- 


_ pitals that were listed, but the list 


was by no means complete. 
Records of individual hospitals 
indicate that there were many 
hospitals in existence in the 
country at the time the list was 
published that were not included 
on it. 

The next attempt at developing 
a list of hospitals in the country 
was made in 1903 by a commer- 
cial organization, which prepared . 


_the list for the primary purpose 


of aiding the manufacturers of 
hospital supplies and equipment. 
This list, developed in 1903 but 
published in 1904, did not contain 
much detailed information about 
the hospitals that were listed. The 


commercial venture did not prove 


to be successful, and in 1904 the 
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Again, Troy is out in front with the largest padded rolls. 
Flatwork travels through the new “Speedline” Ironer up 
to 110 feet a minute! This speed is possible because 
- chest area and oversize 135” rolls dry flatwork 


aster. And, the ironer is designed to operate on 125 


pounds steam pressure. “Speedline’”’ actually processes 15 
to 20% more flatwork per hour and turns out the work 
at proportionately lower cost. 


The “Speedline” Flatwork Ironer has tapered roller bear- 
ings on drive shafts and padded rolls. These bearings 
need much less attention and last years longer —a 
“Speedline” exclusive! Lubrication is necessary only once 
in 6 months. What’s more, the nuisance of oil and grease 
on the ironer aprons is virtually eliminated. And to speed 
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- repadding, a pressure mechanism lifts padded rolls 3” 
off the chest. 


MODERN DESIGN | 

“Speedline” is streamlined . . . and it’s low-slung . . . so 
employees find it more convenient to feed and receive the 
flatwork. 

An added safety feature is ‘“Speedline’s” magnetic brake. 
When the motor is cut off, the rolls stop ead without 
coasting. Spring padding and vacuum device are available 
as extras. 


Eliminate the flatwork bottleneck in your laundry. Send 
for all the facts now. 


TROY LAUNDRY MACHINERY 

Dept. H-255 

Division of American Machine and Metals, Inc. 
East Moline, Illinois 
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ATTENTION. MR. 


, 
on 


American Medical Association took 
over the records of the commer- 
cial concern and published an- 
other more complete list of hos- 
pitals in 1906 and again in 1907. 

Between 1909 and 1921 no really 
comprehensive lists of hospitals 
were developed. Several hospital 
publications printed statistics for 
limited areas of the country dur- 
ing those years, but it was not 
until the inception of the Ameri- 
can Medical Association’s annual 
census of hospitals in 1921 that 
reasonably accurate annual statis- 


tics about hospitals became avail- 
able—JamMeEs R. NEELY. 
ent 
What is the financial responsibility 
of the federal government in connec- 
tion with the transportation of non- 
resident indigent patients to areas re- 
sponsible for their care? 
The Department 
Education, and Welfare has in- 
formed us that there is no such 
program in which the federal 
government assumes direct re- 
sponsibility for paying travel ex- 


of Health, 


PLUG-IN 


FOR SYSTEMS 


“MIGRO” 
RESUSCITATOR-INNALATOR 


plus Unique New 


WICRO-DAPTOR 


with Suction Aspirator 


Models for 
%& PERMANENT WALL MOUNTING 


& TEMPORARY CONNECTION to 
THREADED or PLUG-IN WALL 
OUTLETS or DROP-HOSES 


LARGE CYLINDERS 
SMALL CYLINDERS 


just “plug it in” and you have E & J quality re- 
suscitation, inhalation and aspiration treatment for 
asphyxia emergencies, including newborn infants 
slow to breathe. The unique new E& J “Micro- 
Daptor” connects to station ovtiets in a moment, 
or wall-mounts permonently in high-vse creas, 
ond the E & J “Micro” Resuscitator operates from 
it while held in the hand. it is fully proved by 
nearly 5000 in regular use. 


INVESTIGATE ITS CONVENIENCE IN USE AND 
ECONOMY OF PURCHASE AND OPERATION. 
See it demonstrated on your piped-oxygen system 
without obligation. Write to Dept. 547-4 at 
oddress below. 


Ea J MANUFACTURING COMPANY 


100 E. Grehem Place, Burbank, Californie 


penses for such cases. There are 
some instances, however, in con-— 
nection with the grant-in-aid 
categorical assistance programs in 
which the states may use some 
federal funds for transportation 
of indigent patients to places 


where they may be treated for 


particular diseases. We believe 
that this is true in connection 
with the vocational rehabilitation 
program and possibly others. 

Details as to how funds may 
be obtained and under what cir- 
cumstances they are to be used 
for travel expenses of indigent 
patients may be supplied by the 
state agency that administers 
the vocational rehabilitation and 
other public assistance programs. 
—MARION J. FOSTER. 


Use of Association insignia 


As a hospital administrator I would 
like to know the regulations estab- 
lished by the American Hospital Asso- 
ciation governing the use of the 
official seal of the Association by our 
hospital. Also, inasmuch as I am chair- 
man of the Council on Association De- 
velopment of our state hospital asso- 
ciation, I would like to know if it is 
possible for this state association to use 
the seal of the American Hospital As- 
sociation. 

The action of the Board of 
Trustees of the American Hospital 
Association governing use of the 
Association’s official insignia is as 


follows: “That the use in any 


form of the Association’s official 
insignia be limited to institu- 
tional members Types I, II, III, IV, 
and V and to affiliated state and 
regional hospital associations and 
for such other purposes as may 
be authorized by the director, 
provided these are consistent with 
the intent of the above provision; 
further, that authority for use of 
the Association’s official insignia 
shall be given in writing by the 


director and that such authoriza- 


tion for continued use or repro- 
duction shall be subject to re- 
newal annually.” 

For a hospital to use the Asso- 
ciation’s official insignia, the ad- 
ministrator must sign an agree- 
ment form, giving the name of the 
hospital and the purpose for 
which the seal is to be used. The 
agreement form specifies that the 
seal shall not be used on publica- 
tions in such a way as to indicate 
approval of the contents by the 
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American Hospital Association 
and that lapse of membership in 
the Association revokes authority 
to use the official insignia. 

On the back of the agreement 
form are depicted actual size 
drawings of the halftone and line- 
drawing cuts of the seal that may 
be purchased from the Associa- 
tion. They range in price from $3 
to $4. 

As noted in the official action 
quoted above, the Association’s 
insignia may be used by affiliated 
state hospital associations. As a 


matter of fact, about two years 
ago a special cut was designed for 
use by state hospital associa- 
tions. It includes the words 
“affiliated with the American 
Hospital Association’’ instead of 
the word “member,” which is 
used on the cuts for member hos- 
pitals. 

Many hospitals use the seal on 
their official hospital stationery or 
on their employee magazines and 
other printed materials. One very 
interesting use of the Association 
insigne was that made by a hos- 


Are Your Medical Record Forms 
Complete - Authoritative - Economical? 


to the Medical 


THEY SHOULD BE! 


because the Joint Commission on Accredi- 
tation allots 125 of the total rating points 
Record Department. 


THEY CAN BE!! 


because we have been furnishing our standardized forms to 
hundreds of accredited hospitals. They know the value of 
using forms that have been developed through skilled plan- 
ning by our experienced staff and with the cooperation of 
the leading professional organizations. 


Our Standardized Forms Give You These 
ADDED ADVANTAGES 

® Prompt delivery from constantly — 
available stock 

® Up-to-date forms through 
continuous research 

® Reasonable price and high quality of 
material and workmanship 


50 Free Sample Groups Are Available For Your Consideration 
For a complete list write Dept. H25 


PHYSICIANS’ RECORD COMPANY 


Publishers of HOSPITAL and MEDICAL RECORDS Since 1907 
161 W. Harrison Street 


CHICAGO 5, ILLINOIS 


pital in Indiana, which designed 
a replica of the Association’s in- 
signe to use in the new hospital. 
It is executed in _satin-finish 
aluminum and is an integral part 
of the railing around the entrance 
foyer, being visible from the en- 
trance driveway in front of the 
hospital, as well as from all parts 


of the lobby. (This is pictured on 


page 146 of the November, 1954, 
issue of HOSPITALS.) Of course, 
the seal should be used in a digni- 
fied manner, and there are many 
ways in which this can be done. 

Hospitals wishing to use the As- 
sociation’s insigne need only write 
to the Association headquarters to 
obtain the official agreement form 
and the cut.—HOWARD Cook. 


Transferring Blue Cross | 


From time to time our admission 
desk is asked by Blue Cross subscribers 
belonging to a Plan in another part of 
the country and paying their dues on 
an individual direct payment basis if 
they should transfer their membership 
to the local Blue Cross Plan. If they 
should do so, how would they go about 
it? 

Such members should transfer 
their membership to the local 
Blue Cross Plan to assure them- 
selves of receiving the best serv- 
ice possible. This is important, 
especially at the time of an ad- 
mission to a hospital, for it is 
simpler and faster to establish 
membership status when records 
are kept locally. In case the mem- 
ber desires to make changes in 
coverage or is in need of specific 
data about his membership, the 
answers can be readily- and quick- 
ly obtained, often by telephone. 

Membership may be transferred 
very easily. In fact, all Plans par- 
ticipate in the Inter-Plan Transfer 
Agreement, which requires mem- 
bers to transfer membership ac- 
cording to certain regulations. The 
admitting office personnel should 
tell the Blue Cross subscriber to 
write to the Blue Cross Plan 


through which he is currently en- . 


rolled, requesting transfer of 
membership and giving the follow- 
ing information: name, present 
address, and present certificate 
number. With this data, the trans- 
fer of membership will be han- 
dled without too much trouble.— 
LAWRENCE W. PFEIFrrer, Blue Cross 
Commission. 
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The new Seamless Crest 


ANNOUNCING 


surgeon's glove 


47% thinner than 
any existing glove 


FOR THE MOST DELICATE, 
EXACTING SURGERY 


GOSSAMER THIN 
NAKED SENSITIVITY 

UNBELIEVABLY SOFT 
LESS FINGER FATIGUE 
“KOLOR-SIZED"’— BANDED 


The lightest, thinnest, most comfortable glove ever produced / 


AVAILABLE AT YOUR SURGICAL SUPPLY DEALER 


_ SURGICAL RUBBER DIVISION - THE SEAMLESS RUBBER COMPANY 4 
NEW HAVEN 3, CONNECTICUT 
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HAUSTED 


The BEST VALUE 


for Emergency and 


STANDARD 


WHEEL STRETCHER 


FULL LENGTH TELESCOPING 


SAFETY SIDE RAILS FOAM RUBBER 


FOWLER ATTACHMENT 
(5 HEIGHT ADJUSTMENTS) 


ARM REST 


DOT OR HEAD POSITION 
BOARD (AIR FOAM 

PAD WITH 

REMOVABLE COVER OXYGEN TANK 
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CRANK OPERATED 

MECHANICAL LIFT 

(31” TO 39%) AVAILABLE 
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HEIGHT ADJUSTMENT 3!” TO 36” 


CRANK FOR 
TRENDELENBURG 
LIFT 


SWIVEL LOCK AND 
ERS 


BRAKE CAST 
SHOULDER 
STOPS IN MODEL 300 
STORA (Silver Lustre Finish) 
400 


serceyen though the Hausted Standard Wheel THE TOP ‘FITS OVER THE BED 
tretcher is in the low price field, it is one , 

most modern, efficient and versatile stretchers possible to set the stretches to any, desired ‘bed 
available for Emergency and Recovery Room use. eight so that the litter top extends over the 


With the optional crank operated lift 


Because of the large selection of accessories the litter top can then be lowered to depress into 
this stretcher can be equipped to give the best of the mattress, locking the litter securely to the bed. 
care to the _ patient from “Receiving” through In most cases this feature permits safe transfers 
“Emergency”, eliminating the need for costly ad- by one attendant. 
ditional equipment and saving several transfers of 
the patient. 


With the accessories available this stretcher T 

also becomes an efficient and time-saving unit for 
Recovery Room use and without accessories the se 
Standard Wheel Stretcher becomes an 
unit for the simple transfer of patients. 


ONLY HAUSTED PROVIDES SUCH A LARGE 


the HAUSTED 
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Recovery Room Use 4 
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by 


one hour ‘til dawn... . just one 
hour since the accident. Sixty minutes ago, a carefree 
drive ended with a crash . . . and anguish began. 


Minor injuries for him. But no one knew yet. 


how badly his wife was hurt. In the dreamworld 

of his shock, small islands of meaning stood out. 

Somebody saying, “Multiple fractures.” Another 

voice, with, “We'll need an x-ray examination. Call 

_ Dr. Carpenter . . . he'll have to interpret.” 

The radiologist arrived, and the man suddenly 

was alone. He sat, waiting, while the medical team 
raced against death. 

X-ray examinations performed and interpreted by 


_ the radiologist, pin-pointed his wife's injuries. The 
orthopedic surgeon took over from there — repairing 
with disciplined skill the body ravaged by a crash 

in the night. 


“Taking the picture” is just the first step in x-ray diagnosis. Far more 
important is the interpretation of the film by the radiologist. This 


Calls for skilled knowledge — based on years of study, training and 


experience. By developing ever- be ges X-ray apparatus, General 
Electric has helped make possible the accurate diagnosis and 
treatment of many human ilis. 


Progress ls Qur Most Important Product 
GENERAL @@ ELECTRIC 
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* 1,000,000 NEWSWEEK families will bewer appreciate the Radiologist as 4 physician after reading 
: this message in the February 14 issue. Reprints of each advertisement in this series are available. 
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Industry, too, relies on General Electric X-Ray for non-destructive testing and inspection equipment, 


Trade-Mark 


OXYGEN SUPPLY UNITS 
FOR 
PIPING INSTALLATIONS 


Whether your hospital is small, medium, or large, 
an oxygen piping distribution system will enable you 
to administer oxygen more efficiently and economically. 
But, whatever the size, the first requirement is a 
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CASCADE oxygen storage unit 


LinpE will be glad to survey vour hospital for a 
piping system, work with your architects on the details 
of its design, and offer unbiased suggestions for the 
most effective type of pipe line equipment for your 


particular needs. For further information call or write 


dependable oxygen supply unit. 
| your nearest LINDE office today. 


For small installations Linpe’s cylinder manifolds. 
located within the hospital, are best for supplying the 
system. Manifolds accommodating any practical num- 
ber of cylinders are available. For larger systems, 
Linpe Cascape and Driox oxygen storage units are 


the most reliable means of providing an uninterrupted 


flow of oxygen to the pipe line. These units, which are 


loaned to the hospital, are installed on the hospital 


grounds. Linpe keeps them supplied with oxygen. 
delivered in liquid form by special trucks. 

A background of pioneering work and long experi- 
ence qualifies Linpe to help you and your architect 


work out the design, installation, and operation of an 


oxygen piping distribution system. Driox oxygen storage unit 


LINDE AIR PRODUCTS COMPANY 


A Division of Union Carbide and Carbon Corporation 


30 East 42nd Street UCL New York 17, N. Y. 
Offices in Principal Cities 
In Canada: Dominion Oxycen Company, Limite, Toronto 


Trade-Mork 


OXYGEN U.S.P. 


The terms “Coscode”, “Driox”, ond “Linde” ore registered trade-marks of Union Carbide and Corton Corporation. 
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New adhesive tape economy! 


Discover new economy with this improved tape that Cro 
unwinds easily to the very end. Johnson & Johnson's — AD $3 
: exclusive Controlled Tension process makes the dif- H E Sly 
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: In hospitals throughout the country, orders — 

4 for routine administration of vitamin K 

often specify Synkayvite ‘Roche.* Water- 

5 soluble, highly potent and economical, 

4 Synkayvite is suitable for subcutaneous, 

intramuscular, intravenous and oral 3 
therapy. Synkayvite will not gather ant: 

| on your pharmacy shelves. 

SYNKAYVITE 

, Synkayvite Sodium Diphosphate — brand sodium menadiol diphosphate 
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—guide issue change 


The Administrators’ Guide Issue of HOS- 
PITALS, with its invaluable collection of 
figures and facts in Part II, has been pub- 
lished for the past several years each 
June. It will be published hereafter each 


August. 


In past years, the data printed in this 


issue have complémented those published 
annually by the American Medical Associa- 


tion. As we announced last month, the AMA. 


has decided to discontinue both its regis- 
tration of hospitals and the publication 


of certain statistical information con-. 


cerning hospitals. 

As was also announced last month, the AHA 
has decided, in view of this, to carry on not 
only its listing of hospitals but also to 
publish some of the essential hospital in- 
formation previously published only by the 
American Medical Association. It will, of 
course, continue to carry all the informa- 
tion it has-published in past years, much of 
which was unavailable from any other 

It is necessary to avoid a gap of even one 
year in publication of an authoritative 


listing of hospitals and of those hospital | 
facts so important to orderly review and 


planning. 


The imminence of deadlines for June pub-_ 


lication required that publication of the 
expanded Guide issue be delayed until 


August. 


August will remain the publication month — 


for this issue because it is hoped that 
procedural changes can be made to increase 
the value of the data by making them more 
timely. 

The Association is proud that it can as- 
Sume the responsibility for the publica- 
tion of this vital material. 


—national hospital week 


of National Hospital Week, May 8-14. Ad- 


mittedly, there are more "weeks" of one 


type or another than one cares to contem- 
plate. The fact remains that National Hos- 
pital Week has provided a valuable oppor- 
tunity to focus community attention on 
the services rendered by the hospital. 
The Committee on Hospital Auxiliaries of 
the AHA has decided once again, with the 
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editorial notes... 


approbation of the Board of Trustees, to 
make National Hospital Week one of its major 
projects of the year. With the assistance 
of the auxiliaries and with the complete 
support of the hospital administration, 
the program for National Hospital Week can 
be a real success. 

It has been said that National Hospita! 
Week is fine for the smaller communities 
but the big cities are just too blasé 
for this sort of approach. We do not agree 
and support for our position is detailed 
elsewhere in this issue of HOSPITALS in an 
account of how the Twin Cities (Minneapo- 
lis-—St. Paul) really put the "week" to work 
for all hospitals. 

The Association has been preparing ma- 
terials for use by hospitals during Na- 
tional Hospital Week and these should be 
on their way soon. The AHA is also trying 
to increase national recognition of the 
"week" by the various media. : 

We hope that all our efforts meet with 
much success. 


—adcertising claims 


Advertisers who use the reputation of 
hospitals in their sales approach should 
have the facts to sustain whatever claims 
they make. Hospitals have developed the 
confidence of the public and this reputa- 
tion is not to be borrowed lightly. 

For some time, many advertisers used 
models posing as doctors and other profes- 
sional persons to lend an aura of scientific 
validity to one product or another. The 
American Medical Association and other 
groups protested vigorously and effec- 


tively against the borrowing of the repu- 


tation of doctors in this manner. 

We have noted that there has been of late 
an increasing tendency by some advertisers 
to use hospitals in their sales arguments. 
This product has been tested in hospitals. 
This product is proven by hospital re- 
search. Hospital tests prove thus and such. 

We support ethical advertising. We do in- 
sist that when a claim is made that a product 
has been accepted by hospitals or proven 
in hospitals, proper scientific evidence 
Should be available to substantiate that 
claim. 

A recent advertisement in Chicago news- 
papers proclaimed that "A hospital-proven 
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device increases circulation." Response 
to the advertisement brought a door-to- 
door salesman with literature extolling a 
massage chair, but containing no evidence 
that the device had undergone scientific 
tests in hospitals. | 

At its December meeting, the Board of 
Trustees of the AHA voted to "look with dis- 
favor upon the use of the reputation of 
hospitals to promote commercially-spon- 
sored devices, when authoritative evidence 
is not produced to justify such claims." 

The Board also directed that the mem- 
bership be informed of its action. 

We recommend, therefore, that the mem- 
bers object to unwarranted use of hospital 
reputations in advertisements. This can 
be done by direct inquiry to the advertiser 
or the program sponsor requesting informa- 
tion concerning the scientific substantia- 
tion of the claims. It can also be done by 
bringing these matters to the attention 
of the American Hospital Association. 


—a jubilee for SGO 


There are many journals in medicine and 
@llied fields. Far too many is a common 
complaint. One test of the worth of a jour- 
nal is survival in this crowded domain. 

One of those which has survived, hand- 
Somely and excellently, is Surgery, Gyne- 
cology & Obstetrics, the official scien- 
tific journal of the American College of 
Surgeons. This year it is 50 years old. 

SGO, as it is popularly known, has held 
fast to the course set for it by its first 
editor, Dr. Franklin H. Martin. We are hap- 
py to congratulate the editor, Dr. Loyal 
Davis, and his devoted staff on the jour- 
nal'’s attainment of its golden jubilee. | 


—off to a start 


The Latin-American hospital project, an 
undertaking by the American Hospital Asso- 


erations Administration to improve hos- 
pital management and operations, is offtoa 
good start. 

Mr. Kenneth Williamson, head of the AHA's 
Washington Service Bureau, and Dr. Jose 
Gonzalez, project director, returned re- 
cently from a five-weeks' trip to Latin 
America. They report great enthusiasm and 
interest among the key people in each na- 
tion they visited—government officials, 
health and hospital authorities. Our Latin- 
American neighbors have great hopes that 
the three-year program (directed by the 


AHA with funds provided by the FOA) will 
Stimulate closer cooperation in our com 
mon effort toward better patient care. 

Latin-American hospital leaders, among 
them Dr. Guillermo Almenara of Peru, Dr. 
Odair P. Pedroso of Brazil and Dr. Jorge 
Soto-Rivera of Venezuela, and the United 
States Operations Missions worked closely 
with Mr. Williamson and Dr. Gonzalez to- 
ward their first three objectives: 

1. To initiate arrangements for an edu- 
cational program during the coming year, 
covering such essentials as the fundamen- 
tals of high quality hospital care, hospi- 
tal administration and nursing service. 

2. To discuss a program of translation 
of AHA manuals on certain aspects of hos- 
pital operation into the necessary lan- 
Buagee 

3. To lay the groundwork for hospital 
associations in each of the Lai in-American 
countries. | 


—a good example 


An excellent example has been set by the 
medical societies and the hospital asso- 
ciations of some states. Connecticut and 
Massachusetts have both established pro-_ 
cedures for the settlement of any differ- 
ences which might arise between hospitals 


‘and physicians. 


Some of the language of these agreements 
follows the joint statement of the American 
Hospital Association and the American Medi- 
cal Association of 1953, which urges that 
any such difference be settled at the local 
level. | | 

The exact wording agreed to by Connecti- 
cut and Massachusetts may not serve all 
other states. The precise formula is not the 
important thing. The paramount considera- 
tion is to have an agreed-upon pattern for 
the settlement of any problems, a pattern 
which takes into consideration the welfare 
of the patient and the hospital and the 
physician. 

Most problems can be settled, and are set- 
tled, by the board, medical staff and ad- 
ministrator of the individual hospital. But 
for those exceptional cases which cannot be 
resolved, Connecticut and Massachusetts 
have established a clearcut grievance pro- 
cedure. The rules provide that the inter- 
ests of all the parties concerned be care- 
fully safeguarded. 

The AHA is working with the AMA to improve 
hospital-physician relationships. But no 
matter how much is done at the national 
level, the place for the most effective ag- 
greement is the individual hospital. 
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The thinking behind 
the California Hospital Association's new 


group liability insurance plan 
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evaluating liability insuran 
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JAMES E. LUDLAM 


Many years ago, the California Supreme 
Court removed the immunity of nonprofit 


hospitals from liability for negligence; 


and as a_ result California hospitals have 
been faced with an increasingly critical 
problem of obtaining adequate liability 
insurance coverage at rates that are 
within reason. 

Although the Insurance Committee of 
the California Hospital Association had 
scored major victories in the field of fire 
insurance and workmen’s compensation 
insurance, it had not been able to solve 
the liability insurance problem as readily. 
One major carrier after another has re- 
fused to accept hospital coverage. Even 
most carriers remaining in the field ac- 
cepted liability only as a courtesy to in- 
dividual brokers, and often then only if 
they wrote all of the hospital’s other in- 
surance. As a result, the hospitals were 
not in a position to be too critical of the 
terms of their policies. 

Over a period of years, the Insurance 
Committee discussed its problem with all 
of the major liability carriers writing 
malpractice insurance, but found that 
none was willing to undertake a group 
program. When the situation seemed 
darkest, a group of California companies 
with admitted assets in excess of $100,- 
000,000 offered to work with the Insur- 
ance Committee in solving its problem. 
Of greatest importance was the fact that 
the group had the reputation of under- 
taking and solving insurance problems 
that other carriers were unwilling to 
tackle. Furthermore, the group recog- 
nized that the solution lay in a close 


Mr. Ludiam, a member = the law firm of 
Musick, Peeler and Garrett, Los eles, is legal 
counsel for the California Hospital iation. 


working arrangement between the insur- 
ance carrier and hospitals and that an 
entirely new insurance policy should be 
prepared, tailored for hospital needs. 

A new policy resulted from close col- 
laboration between the insurance carrier 
and the hospitals. With but few minor 
exceptions, the Insurance Committee was 
allowed to write the policy to its own 
specification. 

In presenting this policy to hospitals, 


it was important that the hospitals be 


assisted in evaluating and comparing it 
with existing policies. For this purpose, 
the writer was instructed to prepare a 
series of questions for discussion at five 
institutes held throughout the state early 
in 1954. These questions are set forth 
below, together with comments and de- 
cisions of the Insurance Committee in 
drafting the terms of its group insurance 
policy. (For convenience, the new Cali- 
fornia policy is referred to as the “asso- 
ciation policy.’’) 

1. Do you have a Comprehensive Liability 
Policy, or do you have several specific lia- 
bility policies? 


Most hospital coverage is written on a 
“stated liability” basis. That is, one policy 
is written to cover malpractice liability, 
with another to cover general public lia- 
bility. These policies actually leave many 
liability exposures wholly uncovered. For 
example, some such policies do not in- 
clude products liability. This is vital to a 
hospital due to the exposure resulting 
from sales in the pharmacy, or the res- 
taurant, or the sale of such items as sur- 
gical pins, oxygen and the like. 

Most existing hospital policies do not 
give coverage for contractual liabilities. 
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The importance of this was pointed 
out just a few months ago when a 
major carrier refused to defend a 
hospital under its policy because 
the plaintiff sued for breach of 
contract to furnish proper nursing 
service and the insurance company 
said this was not covered by an 
ordinary malpractice policy. 

The usual hospital liability pol- 
icy is written with a small limit 
of liability for property damage 
off the premises. If, for example, 
the hospital engineer is negligent 
and allows the hospital inciner- 
ator to cause a fire in an adjacent 
building, the hospital might find 
itself uninsured for this loss or 
with only $1,000 or $5,000 cover- 
age, which is entirely inadequate. 

These are only some of the gaps 
that exist in the usual hospital 
insurance program. Instead of fol- 
lowing the usual approach, the 
“association policy” was written on 
a comprehensive liability basis to 
cover all legal liability of the hos- 
pital, except a few clearly stated 
exceptions, such as for criminal 
acts and the like. Furthermore, 
the full policy limits are available 
for all covered losses. The hos- 
pital is not put in the position of 
guessing as to unknown expo- 
sures, or as to the amount of its 
coverage. 


2. Does your present policy contain 
an “aggregate limit’’? 

This is one of the most misun- 
derstood, and yet one of the most 
vital, hazards faced by hospitals 
in this field. It is vital because a 
hospital actually may be unin- 
sured for malpractice and not 
know it. 

Nearly all malpractice policies 
are written on a basis of $10,000/ 
$30,000, $20,000/ $60,000 or other 
multiples. We found that most 
hospital administrators and many 
brokers actually thought that 
with such a policy the hospital 
had $10,000/$30,000 coverage for 
each incident during a policy year. 
Such is not the case, however. 
Each time a loss occurs, the re- 
maining coverage is reduced by 


the amount of loss paid. For ex- 


ample, under the above policy, if 
three $10,000 losses are paid, the 
hospital has no more insurance 
for that policy year. Furthermore, 
a hospital may have liability for 
losses during a policy year that 
may not be known for many years 


later. Sponge cases frequently are 
undiscovered for many years, and, . 


in most states, a minor can wait 
until he reaches his majority be- 
fore suing, which may be as much 
as 21 years later. For insurance 
purposes, all such losses date back 
to the year in which the malprac- 
tice occurred, not the year of dis- 
covery. 

Unfortunately, losses often oc- 
cur in groups or series. A hospital 
that has had no losses may have 
a series of losses resulting from 
a faulty piece of equipment in 
surgery or the x-ray department 
or from an epidemic in the nur- 
sery, which may quickly wipe 
out its insurance. 

The reduced coverage _ rule 
above is peculiar to malpractice 
insurance, as most public liability 
insurance does not exhaust. itself 
through losses. 

The “association policy” was 
written so that it could not ex- 
haust itself, and the full policy 
limits are available for each and 
every occurrence during the en- 
tire policy year. For hospitals that 
cannot obtain such coverage, the 


only protection is to be sure that. 


their policy limits are high 


enough; and in the event they 


have a couple of bad incidents, 
they then should arrange for ad- 
ditional insurance even though it 
may be in the middle of the policy 
year. 


_ 3. Does your present policy provide 
individual protection, as additional as- 
sureds, for employed (a) nurses, (6) 
voluntary workers, (c) physicians, and 
(d) any other employed persons? 

Some carriers will give this 
coverage by endorsement for an 
extra premium,: but others refuse 
to give it on any basis. 

In nearly every case in which 
an employee is named in a suit, 
the hospital, as employer, also is 


- named, and the hospital insurance 


carrier must defend the employee 


in order to protect the hospital 


from liability. There are instances, 
however, in which only the em- 
ployee may be named. The plain- 
tiff may be friendly toward the 
hospital but not toward the em- 
ployee. Furthermore, employees, 
particularly nurses, are becoming 
conscious of their liability expo- 
sure and are either requesting 
that the hospital cover them or 


-carrying their own insurance. 


Therefore, in order to promote 
better employee relations, as well 
as to give better protection to key 
executive personnel, the Califor- 
nia Association included employees 
of the hospital, acting within the 
scope of their employment, as ad- 
ditional insureds, at no extra pre- 
mium. 

In addition, each individual 
hospital should review its rela- 
tionships with its professional 
personnel, such as _ radiologists, 
pathologists, etc., to determine 
whether or not they are employ- 
ees or independent contractors. 
This may be very important to 
them in determining whether or 


not they should obtain individual 


coverage. 


4. Does your present policy contain 
a “deductible clause”? 

Much can be said for and 
against the use of a deductible 
provision. It was the belief of the 
Insurance Committee that the good 
far outweighed the bad, provided 
that the deductible was modest in 
amount and was limited in appli- 
cation. A $250 deductible was rec- 
ommended, applicable only to 
paid losses and limited to $500 in 
any one policy year to hospitals 


of less than 100 beds and to $1,000 


per policy year to hospitals over 
100 beds. After the limit is ex- 
hausted in any one year, the 
hospital is fully insured. 

It was believed that the de- 
ductible clause (a) would elim- 
inate the costly processing of 
many small claims by the insur- 
ance company, which costs are 
ultimately charged back to the 
hospital; (b) would make hospi- 
tals more conscious of claims if 
they participated in losses; (c) 
would assist in settling small 
nuisance claims, because the hos- 
pital could truthfully inform its 
patient that it was uninsured for 
small losses; (d) would in the 
long run lead to a material reduc- 
tion in premium costs; and (e) in 


a group program would tend to 


equalize costs by penalizing the 
hospital having a series of losses. 

It is important to note that the 
insurance carrier agreed to fur- 


. nish service for all claims, even 


those within the deductible limit. 
Many existing policies apply the 
deductible to costs of defense as 
well as losses. These-are hard to 
administer and should be used 
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only with a full understanding of 
the consequences. | 

5. Who will pay your losses 22 years 
from now? 

Since a hospital may be settling 
losses 22 years from now for in- 
cidents occurring during the pres- 
ent policy year, it is important to 
know the identity and integrity of 
its insurance carrier. Our com- 
mittee was amazed by some of the 
companies that offered liability 
coverage. Some of these were on 
' their way to insolvency. Others 
were “fly-by-night” outfits, at- 
tracted by the lure of large pre- 
miums and hoping to avoid losses 
by sheer luck, while still others 
were certain non-American com- 
panies with no adequate provision 
for reserves for future losses. In 
this regard, it should be pointed 
out that no difficulty has been ex- 
perienced with true Lloyd’s of 
London syndicates; but, unfor- 
tunately, certain foreign carriers 
not a part of Lloyd’s have at- 
tempted to take advantage of 
Lloyd’s reputation. 

At this very moment, I believe 
that there are a number of hos- 
pitals in this country who are in 
fact uninsured for a period of 
months due to the fact that the 


assets of their carrier were seized . 


by state officials and liquidated at 


a great loss. If a sponge case later. 


develops or a minor sues for 
damages allegedly sustained dur- 
ing that period, those hospitals 
will have to defend themselves and 
pay any judgment. Any reputable 
broker will be happy to give the 
hospital a financial report on its 
carrier and information as to pro- 
vision for payment of future 
losses. 

6. Is it possible for your carrier to 
avoid furnishing a defense by paying 
over to you the policy limits? 

The legal defense to a malprac- 
tice case may be exceedingly cost- 
ly, even if the hospital wins. 
When the policy limits are small 
and the case difficult, it may be 
cheaper for the carrier to pay 
over the policy limits to the hos- 
pital and walk away from the de- 
fense. Such a provision is of 
recent origin but, in my opinion, 
is being used more and more to the 
detriment of hospitals. 

7. Does your carrier set up a reserve 
against your record for every reported 
incident? 
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A hospital’s rate for a new 
policy year will be materially in- 
creased by any paid losses or re- 
serves charged against the hos- 
pital’s record. Many carriers es- 
tablish arbitrary reserves for 
every reported incident and wait 
for the statute of limitations to 
pass before writing off the re- 


serve, even though no actual loss 


develops. On the other hand, some 
carriers individually evaluate 
each claim and write off reserve 
accounts whenever it appears 
reasonably certain no claim will 
develop. Information can be ob- 
tained from the insurance broker 
as to this procedure. 

Under the California Association 
program, the reserves are periodi- 


_ cally reviewed by the group or- 


ganization with the insurance car- 
rier to see that hospitals are being 
fairly treated and that future rates 
will truly reflect experience and 
not inflated reserves. 


8. Can the insurance carrier settle a 
claim without the hospital's consent? 

Most policies provide that the 
carrier cannot settle without the 
hospital’s consent, and this is an 
important right to preserve. The 
carrier may feel it is cheaper to 
settle than to defend. On the 
other hand, the hospital may pre- 
fer to defend an unjustified claim 
to protect its reputation and in- 
tegrity. Also, such paid losses are 
a permanent factor in establish- 
ing a hospital’s insurability and 
insurance rates. 

Under the California Association 
program, any dispute as to de- 
fense is referred to the Insurance 
Committee for determination. 


10. Does your earrier furnish an in- 
spection service and a claim prevention 
program? 

Many carriers in the compen- 
sation field’ furnish an adequate 
service in this regard, but few 
carriers now furnish any real, 
constructive service in the field 
of malpractice. An outside exam- 
iner, familiar with the source of 
claims, can make many construc- 
tive suggestions to a hospital ad- 
ministrator, even in the best run 
hospitals. New hazards are con- 
stantly developing, and only a 
person who is watching the inci- 
dent records from a large number 
of hospitals can foresee trends of 
trouble. 


As a part of the California pro- 
gram, a periodic inspection serv- 
ice is provided not to police the 
hospitals but to work out the 
problems on a constructive basis 
with administrators and depart- 
ment heads so as to avoid troubles. 
The inspector has no authority to 
order a hospital to do anything, 
but his visits have been one of 
the most welcome features of the 
program. In the long run, it is 
believed this service will be the 
key to reduced premiums. It is 
only by reducing claims, or the 
causes for claims, that a program 
ultimately can be successful. 


10. Do you have your malpractice 
and public liability insurance with the 
same carrier? 

Some brokers—perhaps in or- 
der to save a hospital a few dol- 
lars premium—will place _ the 
public liability insurance with 
one carrier and the malpractice 
with another. Due to the fact that 
the borderline between these two 
types of liability is so fuzzy, this 
is a very dangerous step. The 
hospital may find that both car- 
riers deny liability, whereas if 
the coverage were with one car- 
rier it could not avoid responsi- 
bility. Ultimately, the risk may be 
forced on one or the other, but 
not until the administrator has 
had some sleepless nights. 


11. How much of your premium is 
set aside by your carrier for cost of ac- 
quisition, administrative expense, etc.; 
and how much is devoted to claims 
costs? 

It may be difficult to obtain this 
information, but as a rule of 
thumb you may figure that at any 
time your carrier is paying out 
50% of your premium for losses 
you are due for a premium in- 
crease. The California Association, 
therefore, felt itself indeed for- 
tunate to find a highly responsible 
carrier willing to carry its pro- 
gram for 284% of the basic pre- 
mium to cover acquisition and ad- 
ministration cost. This leaves 
71%% of the base premium 
available to pay losses. Further- 
more, if the hospitals keep down 
their losses, they will enjoy a re- 
fund from the unused premium. 
The most that can be expected by 
a hospital under a standard policy 
is a reduction in future premiums 
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SENATOR LISTER HILL, chairman of the Senate Labor and Public 
Welfare Committee, responds to a series of questions relating to 
the Administration's health proposals and to h's concepts of the role 
of the federal government in the health field during an interview 
with Kenneth Williamson (right), associate director of the American 
Hospital Association and director of its Washington Service Bureau. 


DITOR’S NOTE: President Eisen- 

hower has now delivered to 
the 84th Congress his program for 
the health of the nation. The chair- 
man of the key committee in the 
United States Senate in health 
matters is the senior senator from 
Alabama, Lister Hill (D.). Senator 
Hill, throughout his lifetime, has 
been devoted to the development 
of health legislation preserving 
the independence and freedom of 
hospitals, physicians and patients. 
As joint author of the Hill-Burton 
Hospital Construction Act, Senator 
Hill established a guiding principle 
of action for meeting the nation’s 
health needs within the traditional 
framework of American medical 
and hospital practice. Because of 


his background and his key leg- — 


islative role in health affairs, Hos- 
PITALS asked Senator Hill to an- 
swer questions on the Administra- 
tion’s health proposals and to give 
his own opinions on what the 
federal government should seek to 


- accomplish this year in the field of 


health. 

Q. Senator Hill, what do you consider 
to be the priority needs of the nation 
in the field of health? | 
A. Broadly speaking, I believe our 
basic problems arise from the in- 
terrelated shortages of personnel 
and of facilities. We have a most 
decided need for construction and 
reconstruction as regards medical, 
dental, and nursing schools, and 
both a shortage of facilities and of 


and the 84th 


nt applicants in the field of 
health. Of course, we still 
have a continuing and compelling 
need for more and better hospital 
facilities. One of our greatest needs 
is to provide a method whereby the 
benefits of our voluntary health in- 
surance plans, such as Blue Cross 
and Blue Shield, can be made avail- 
able to those who are not now able 
to participate in them—that is to 
say, available to the aged, the un- 
employed and the indigent. The 
fourth area of greatest need, as I 
see it, involves the development of 
local research facilities, some of 
which might very well be built in 
connection with hospitals. 

OQ. Does President Eisenhower's out- 
line of his health plan as given in the 
State of the Union Message meet these 
needs? 

A. I don’t believe the President’s 
references to a health program in 
the State of the Union Message 
were sufficiently definite or detailed 
for me to be able to answer this 
question. By the time this inter- 
view is published, we will, of 
course, have received the Presi- 
dent’s Special Message _ setting 
forth the health program he will 
submit. I do not know exactly what 
will be included therein, but I most | 
certainly hope that it will attempt 
to deal realistically and adequately 
with each of the problems I have 
outlined. 
Q. Isit your belief, Senator Hill, that 
all of these health needs can be met 
through our country’s voluntary health 
insurance and hospital system? 

A. I believe our excellent volun- 
tary health insurance programs 
and our magnificent hospital sys- 
tem are capable of solving all of 
those needs which involve making 
adequate medical care available to 
all of our people. They may, of 
course, need help of one sort or 
another. They most certainly will 
if their benefits are to extend to 
such groups as the aged, the un- 
employed and the indigent. Inas- 
much as our voluntary plans are 
firmly based on our. traditional 
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American pattern of freedom from 
dictation for the physician, the hos- 
pital and the patient, I believe they 
provide the instrumentalities 
through which a government de- 
termined to preserve a pattern of 
freedom which has made American 
medical and hospital care the best 
in the world, should utilize in try- 
ing to make medical care available. 

I think we will agree that the 


responsibility for assuring our- 


selves of adequate facilities for the 
training of personnel in the health 
field, or in which research can be 
conducted, is not the obligation of 
voluntary health insurance or our 
hospital system. Our needs in this 
latter field can best be provided 
through the combined efforts of 
. private individuals, local communi- 
ties, states and the federal govern- 
ment, each playing’a proper role, 
and without any element of dicta- 
tion from any one to the others. 

Q. What is your judgment, Sir, of 
the prospects of such programs of com- 
_pulsory national health insurance as 
proposed in House Bill No. 95, by Con- 
gressman Dingell from Michigan? 

‘A. I am quite confident that the 
84th Congress will not consider the 
enactment of a compulsory health 
insurance program. I believe a sub- 
stantial majority of my colleagues, 
in both parties; believes that the 
answer to the problem of providing 
medical care lies in our voluntary 
health insurance programs. 

Q. As you know, President Eisen- 
hower and Secretary Hobby of -the 
Department of Health, Education and 
Welfare, have placed a high priority on 
what the President has called a “ .. . 
Federal health reinsurance service...” 
From your knowledge of this proposal 
which was put forward at the last ses- 
sion of Congress, could you express 
your current opinion on the merits of 
the Administration’s “reinsurance” 
proposal ? 

A. Itis my understanding that the 


Administration is redesigning its 


“reinsurance” proposal. The meas- 


ure brought before us last session - 


represented, in my opinion, much 
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ado about nothing. After all, the 
problem in this field is to help peo- 
ple participate in our voluntary 
health insurance programs. ~ ‘The 
one definite thing the Administra- 
tion’s proposal would have done 
was to increase the cost of volun- 
tary health insurance. 

VQ. Two Administration proposals 
which are of great importance to hos- 
pitals are (1) a system of federal pay- 
roll deductions to provide health insur- 
ance for over 2.5 million federal civil- 
ian employees, and 2) a plan for the 
government to establish a uniform 
medical care program to provide for 
an estimated 3 million wives and chil- 
dren of military personnel. Do you 
think, Senator, both of these measures 
can be expected to pass at this session 
of the Congress? 

A. Although neither of the two 
proposals which you mention falls 
within the jurisdiction of my Com- 
mittee, I am aware of both. I be- 
lieve there is a splendid chance 
that the Congress will provide a 
system of federal payroll deduc- 
tions which will make it possible 
for federal civilian employees to 
receive the benefits of our volun- 
tary health insurance programs. 
The Congress will, I am sure, in- 
sist that any such proposal guar- 


antee to federal employees the 


right to participate in such non- 


_ profit service plans as are exempli- 


fied in the Blue Cross and Blue 
Shield programs. I do not know the 
details of the Administration’s plan 
regarding medical care for depend- 
ents of military personnel. Here too, 
however, I believe the Congress 
will insist that if such a measure is 
to receive serious consideration, it 
will have to guarantee those de- 
pendents the right to freedom of 
choice as regards the doctors and 
hospitals or the health insurance 
plans with which they desire to be 
identified. Of course, all govern- 
ment medical care programs should 


place first and primary emphasis 


on existing civilian hospital facil- 
ities, whenever possible. 

Q. Do you believe, Senator Hill, that 
the federal employees health insurance 
proposal as well as the medical care 
program for military dependents will 
be drafted to take advantage of the ex- 
isting voluntary, nonprofit health in- 
surance system? 

A. I cannot say what the Admin- 
istration has in mind. I most cer- 
tainly hope that every effort will 
be made in any medical care pro- 
gram in which the government is a 


participant to permit the people 
receiving care to get it from the 
doctors and hospitals of their choice 
through our fine voluntary health 
insurance plans. 

I am sure the dependents of men 
in our Armed Forces, like the 
rest of us, would much prefer to 
have the freedom of choice which 
participation in a voluntary health 
insurance plan would give them 
rather than to have to use the serv- 
ices of any one physician arbitrar- 
ily chosen for them by someone 
else. Furthermore, it seems to me 
important to keep in mind the fact 
that if federally-financed medical 
care is to be extended to more peo- 
ple it should be handled, if possible, 
so as not to-necessitate any further 
drafting of physicians into the 
Armed Forces. 

Y. Do you anticipate a need for in- 
creased funds under the Hill-Burton 
program? 

A. If you mean more funds than 
were appropriated during each of 
the last few years, my answer is a 
decided “‘yes.”’ The $150 million an- 
nual appropriation authorized for 
construction under the basic Hill- 
Burton program has never been 
enough to match the amounts re- 
quired to build the facilities ap- 
proved as necessary in each part 
of the country. Moreover, we have 
appropriated the $150 million au- 
thorized by the Act only once. 
While President Truman and the 
Congress in 1949 felt that a $150 
million appropriation was unques- 
tionably desirable, it was cut down 
that year in order to conserve stra- 
tegic materials needed for the Kor- 
ean conflict. As you know, the ap- 
propriation has never gotten back 
up to $150 million a year. I believe 
now that the fighting in Korea has 
stopped, we surely are in a posi- 
tion to devote at least $150 million 
a year to the building of Hill-Bur- 
ton facilities until the country’s 
needs have been met. 

0. Senator, what in your opinion has 
the Administration in mind when Pres- 
ident Eisenhower proposes that he will 
recommend measures“... to improve 
the medical care of that group of our 
citizens who, because of need, receive 
federal-state public assistance . . . 
A. I assume that the President 
was referring to those indigents on 
state relief rolls whose relief pay- 
ments are partly financed by the 
federal government. There is no 

(Continued on page 156) 
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National Hospital Week is for big 


HE management of many hos- 
pitals in large cities feels that 
National Hospital Week is not an 
appropriate time for exerting 
extra effort to bring its institution 


into the public limelight. The rea- 


soning behind this hastily drawn 
conclusion runs like this: 

With all the other weeks or days 
scheduled or proclaimed through- 
out the year, newspaper, radio and 
television staffs are not going to 
look with any particular favor 
upon this one. Then too, even un- 
der normal circumstances, there 


YOUR Hospital” 


is terrific competition for cover- 


age in the press and for radio and 
television time. So with several 
hospitals from the same area all 


clamoring for attention during the 
_ Same time interval, the results are 


going to be poor. With the many 
activities offered to the public in 
the large cities, it is particularly 
difficult to get interest or attention 


for a special hospital program. 


The conclusion inevitably drawn 
from this line of thinking is—why 
bother about doing anything. 

Hospitals in St. Paul and Min- 


“ TELLING THE HOSPITAL STORY ON RADIO AND TV 


1. p announcements to all radio and television stations 
ior to National Hospital Week. ) 

Spot announcements with the theme “Learn More About 
furnished to all Twin City disk jockeys, 


tailored to fit 20, 30 and 60 second program breaks. 
{Openings for use of these announcements created by 
having nurses send in requests for numbers, giving identi- 


fication with hospital.) 


wn 


> 


news room. 


Mock accident, filmed and recorded for presentation. | 
Equipment and methods used in the hospital! laboratory 
shown by demonstration. 
Daily news release issued to each radio and television 


5. Special equipment — electroencephalograph, electrocar- 
diograph—demonstrated in action. 

6. Surgical operations—from the doctor's first entrance until 
the patient's return from the post-operative recovery room 


—filmed for television. 


7. Hospital food service explained to the television audience: 
actual trays showed three meals in a hospital day. 

8. The enormous daily job of the hospital laundry described, 
with pictures showing the various steps to “hospital- 


clean” linen. 


9. A Nurse fashion show on television presented all types of 


nursing uniforms. 


A CANDID snapshot taken during the Bea Baxter show, one of | 
several programs televised pore National tt Week. 


DONALD E. WOOD 


neapolis, Minnesota—with a met- 
ropolitan population of between 
1,000,000 and 1,250,000—found 
last year during National Hospital 
Week that there is no basis in 
fact for this reasoning. The Hos- 
pital Councils of St. Paul and Min- 
neapolis joined -hands to plan a 
program that produced good re- 
sults for the hospitals of our area. 

Everyone in our area would 
agree that the first cooperative 
National Hospital Week program 
left much to be desired. But no 
one—absolutely no one—would 
deny that the total over-all pro- 
gram was definitely a success. We 
accomplished many things by 
working together and found more . 
answers than we ever dared to 
hope for. These answers plus 
added enthusiasm will help to 
shape an even more effective pro- 
gram for National Hospital Week 
this year, May 8-14. 

Why should anyone be inter- 
ested in what happened in the 
Twin Cities in 1954? We think 
others can benefit from learning 
what we considered our major ac- 
complishments. These accomplish- 
ments might interest hospitals in 
large cities or metropolitan areas 
to get together and develop a pat- 
tern of working together and plan- 
ning a codrdinated program. Some 
phases of our program can be 
easily adapted by hospitals in 
smaller localities. If nothing else, 
we hope that we can stimulate 
others—through our success—to 
really take advantage of the op- 
portunity that National Hospital 
Week affords to bring hospitals 
into public focus. ) 

First, what were our major ac- 
complishments? 

1. We found that we—as a group 
of hospitals in a large metropolitan 
area—could work together and by 
working together we could im- 
prove the effectiveness of our a 
lic relations program. 

2. We found that newspaper, 
radio and television people liked 


the Association of Twin City Hospitals. 
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cities, too! 


a common clearing point for news 
and information concerning “our” 
National Hospital Week. The ef- 
fectiveness of this type of pro- 


gram carries over during the entire - 


year and is not just a temporary 
accomplishment of National Hos- 
pital Week. 

-3. We found that we could make 
use of community services for 
developing and carrying out a 
program. A local public relations 
firm was most instrumental in 
making our first National Hospital 
Week a very successful one. 

4. Most important, we found that 
we liked working together. Hospi- 


tals found that they could work 


together and could accomplish 
more per public relations dollar by 
doing so. By means of this type of 
coéperation, a more effective pro- 
gram for total community relations 
is not only possible—it becomes a 
reality. 

The beginning of our program 
came with the establishment of a 
joint office for the Hospital *Coun- 
cils of St. Paul and Minneapolis— 
the Association of Twin City Hos- 
_ pitals. This Association was formed 
in January 1954, and one of its 
first actions was to form a Public 
Relations Committee. This com- 
mittee was made up of members 
of the two council committees 
working on public relations. | 

With National Hospital Week 
rapidly approaching, and knowing 
its importance as a public relations 
tool, our logical first step was to 
plan a program. Understanding 
some of the problems of planning 
a joint public relations project in 


our area requires some background 


of the Twin Cities. . 
‘Historically, the cities have not 
done too well in working coodper- 
atively on projects. There have 
been a lot of misunderstandings— 


misunderstandings that often be- | 


came barriers to working together. 
Establishment of the Association 
of Twin City Hospitals had as one 
of its major purposes the promo- 


tion of codperation between the 


hospitals of the two cities. In view 
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MINNESOTA'S GOVERNOR C. Elmer Anderson endorses a proclamation for Na- 
Johnson. 


tional Hospital Week with the assistance of student nurse Mary Ann 


TELLING THE HOSPITAL STORY 


NEWSPAPERS 


1. Pictorial feature covering what was done in the hospital 
for a baby the first 12 hours after birth. 
2. Photographers visited several hospitals and took pictures 


of nurses to develop a story on nursing caps. 
3. Pictorial story of a little girl who underwent heart surgery. 
Covered from consultation through departure from the 


hospital. 


4. Feature article on a new food dispensing service in use 


at one hospital. 


5. General news items announcing the various phases of 


the program. 
OTHER METHODS 


1. Four organizations used National Hospital Week postage 
meter slugs on all outgoing mail. 
2. Window exhibit featuring National Hospital Week and 


nurse recruitment. 


3. Facts on National Hospital Week sent to all churches in 


the Twin Cities. 


4. Responsibility for selecting groups to take hospital tours — 
and then making the arrangements for these tours was 
assumed by the Junior Chamber of Commerce. 


_ These ideas and those listed under radio and television are 
just some of things developed by the Twin City hospitals to 
gain public understanding during National Hospital Week. 
The daily routine of every hospital offers similar activities 
suitable for telling the hospital story during National Hospital 


Week, May 8-14. 


of the need for goodwill and un- 
derstanding, public relations was 
given a high priority on the initial 
list of Association activities. 
Committee planning for Na- 
tional Hospital Week brought a 
realization of the many projects 
that would have to be planned and 
carried to completion if our pro- 
gram was to be a success. The com- 
mittee members, because of their 
jobs in the hospitals in our area, 
could not spend time doing the 


“leg work,’ making contacts or 
doing many of the other tasks that 
would be necessary for each phase 
of the planned program. The As- 
sociation did not have a trained 
public relations person nor-a per- 
son to function fulltime in the pub- 
lic relations area. And, being a new 
organization, it did not have enough 
personnel to even begin imple- 
menting the program being planned 
by our committee. Of course, our 
knowledge of what the press, radio 
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NATIONAL HOSPITAL WEEK 


April 23. 1954 


NAME OF HOSPITAL 

PLEASE RETURN TO 
The Association of Twin City Hospitals 
2610 University Avenue 
Saint Paul 14. Minnesota 


if yes. on what date 


for continuous service? 
and at what time? 


feature or news story? 


and describe. 


Your Immediate Action On This Matter Will Be Appreciated. 


Ate you planning an “Open House” during Nationa! Hospital Week? 


Are you planning to hold any parties. teas or get-togethers honoring enaiaons 
{yes or no) If yes. on what date 


Are you planning any ceremonies regarding nurse education (graduation. capping. etc.) 


or any other similar ceremonies during Nationa! Hospital Week? 
li yes. please list. describe. and give dates. 


Do you have any new equipment that is impressive or would make good material for a 
(yes or no) If yes, please expiain. 


What activities is your hospital planning for National Hospital Week? Please list 


(yes or no) 
and at what time? 


tyes or no) 


and television wanted and needed 
for covering National Hospital 
Week was not what it should have 
been. . 

Fortunately for this committee 
and for the hospitals of our aréa, 
it was possible for us to have a 
local public relations firm for con- 
sultation and also for project prep- 
aration and completion. The firm 
worked with our committee in 
every way possible—we planned 
together, we worked together and 
we informed all of the Twin City 
hospitals of our plans and the pro- 
gram. And best of all, the hospitals 
participated. 

Newspaper editorial offices and 
radio and television stations were 
informed of the coming National 
Hospital Week program 
central spot—the public relations 
firm—was established for releas- 
ing all material. All material pre- 
pared by the public relations firm 
was cleared by the office of the 
Association of Twin City Hospitals. 
Feature articles, personality stor- 
ies, news releases, proclamations, 
radio and television spot announce- 
ments and television ballops were 
prepared. A fact sheet with im- 
portant data about hospitals and 
National Hospital Week was com- 
piled and sent out. A plan for all 
of the media was developed and 
during the last week of April, per- 
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sonal contact was made with rep- 
resentatives of the media offering 
certain parts of the program to 
each. Commitments were obtained. 

What happened then during Na- 
tional Hospital Week? As far as 
the newspapers were concerned, 
we had “kickoff stories in local 


- papers in both cities and in the 


suburban publications. Rotogra- 
vure sections, special] articles and 
feature stories that . had been 
planned were published. Both spot 
announcements and public service 
time were. made available on 
radio and television. 

Most important in the area a 
radio and television were the con- 
tacts made with the stations and 
with the well known personalities 
who had their own programs. All 
this was done prior to National 
Hospital Week by representatives 
of the public relations firm. Their 
knowledge of the needs of the net- 
works, their familiarity with indi- 
vidual shows and how an idea 
could be tailored to fit a particular 
show, and their contacts resulted 
in an excellent job being done in 
this area. 

The Association’s Public Rela- 
tions Committee planned to cover 
our hospitals with material prior 
to and during “our week.” Our 
material was geared to patients, 
visitors, staff and employees. 


‘leaflet. 


Making them conscious of National 
Hospital Week and having them 
participate in our program was the 
objective of this phase of activity. 
Programs of the individual hospi- 
tals were primarily an internal 
problem, not one to be handled at 
the group level. Some held open 
house, some conducted informal 
tours, others sponsored lectures 
and others held ceremonies to rec- 
ognize longterm employees for 
their service. One hospital featured 
the showing of a post-maternity 
care room where mothers are kept 
for a minimum of four hours after 
delivery, and another hospital held 
a session in its laboratory to try 
to interest high school students 
in careers in medical technology. . 

Although hospitals worked indi- 
vidually on their own programs, 
aid in planning was available from 
the group if it was requested. The 
form (shown at left) was used to 
compile information on all pro- 
grams planned by individual hos- 
pitals so that releases to the vari- 
ous media could be coordinated 
through the public relations firm 
and the Association of Twin City 
Hospitals. 

The Upper Midwest Hospital 
Conference meetings were held in 
St. Paul during National Hospital 
Week. Local newspapers and tele- 
vision coverage for these meetings 
was higher because of the work 
done in arranging for “our week.” 


Best of all, the two programs were 


so closely allied that total news 
and feature coverage. was higher 
than either program alone could 
have achieved. 

Through the cooperation of Blue 
Cross in our area, we were able 
to publish a leaflet telling the hos- 
pital story. The theme of National 
Hospital Week, “On Guard For 
You,” was used throughout the 
National Hospital Week 
was not used at all in order that 
the pamphlet, by not being dated, 
could be used as a public relations 
tool throughout the year. 

Of course, we made use of the 
materials sent out by the American 
Hospital Association in connection 
with National Hospital Week. 
These materials were sent to each 
hospital in our area and were used 
extensively. The general news: re- 


leases made good copy. The Na- 


tional Hospital Week poster—an 
(Continued on page 154) 
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has earned its preferred position 


HE TWENTY-FIFTH Anniversary 
s 3 of Blue Cross makes it a fitting 
time to reconsider the Blue Cross— 
Member Hospital partnership, why 
- it exists, what it has done, and 
whether the partnership is stronger 
after 25 years. The question as. to 
why the partnership exists comes 
up oftener than one would expect, 
especially among younger hospital 
administrators and newly elected 
board members. Their basic ques- 
tion is the appropriateness or jus- 
tification for discounts given to 
Blue Cross, a payment method 
question that is as old as the hills. 
Yet for them, as for us all, it is 
only when the development of Blue 
Cross is analyzed in its historic 
perspective that its uniqueness as 
part and parcel of the hospitals 
becomes apparent. The Plans by 
being wholly integrated with hos- 
pitals in broad public purposes 
have done what no other insurance 
device could have done. 

Seen this way, the important 
contribution Blue Cross Plans have 
made to health insurance every- 
where is their having become a 
part of our national hospital re- 
sources, with the member hospi- 


tals actively participating in their - 


direction and the Plans maintain- 
ing standards that are close to 
those of the hospitals themselves. 

Blue Cross Plans are in fact a 
partnership of the hospitals of 


Mr. van Steenwyk is executive vice 


y 
resident of the Associated Hospital Serv- 
ce of Philadelphia and the Hospital Serv- 
ice Plan of the Lehigh Valley, and was one 
- of the pioneers in the development of the 
Blue Cross program in the United States. 
. This article is his adaptation of a talk 
presented at the Eighth Annual Confer- 
ence of the Council on Employee Benefit 
oo in New York -City on October 21, 
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America and the people. They are 
not strictly insurance companies. 
They are not hospital or medical 
associations although close to both. 
They are not co-ops. They are 
nonprofit corporations, but it was 
necessary to pass special enabling 
laws to make their existence pos- 
sible.in most of the states. To- 
gether the Blue Cross Plans have 
now enrolled more than 46 million 
Americans under their program. 

There are 84 Blue Cross Plans. 
Each is a member of the Amer- 
ican Hospital Association, which 
has established rigid standards 
which must be met by each Plan 
before it may use the Blue Cross 
name and emblem. These stand- 
ards require, for example, that 
boards of directors include in 
their. membership representation 
of hospitals, doctors and the gen- 
eral public; that board members 
receive no pay for the work they 
do as board members; that the 
Plan offer service benefits as dis- 
tinguished from cash indemnities: 
that the service benefit contracts 
provided to subscribers be backed 
up by contracts with member hos- 
pitals which are Plan members. 

The essential thread in the 
standards is. that each Blue Cross 
Plan is a kind of fiscal arm of its 
community’s nonprofit hospitals. A 
Blue Cross Plan contract is the 
same as a contract with all local 
hospitals guaranteeing delivery of 
the service. Indeed, the earlier 
contracts of Blue Cross Plans were 
contracts as between the member 
hospitals severally and the indi- 
vidual subscriber. 

Blue Cross is a peculiarly Amer- 
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ican kind of hospital insurance. It 
might even be said that it devel- 
oped naturally and almost inevit- 
ably out of our American hospital 
system. This is because America 
is one of the few countries, if not 
the only one, in which short-term 
hospitals have been largely built 
and maintained by private instead 
of government funds. In most 
countries the hospitals have been 
built by government. Even where 
state medicine does not exist, they 
are generally run by government. 
How American people obtain 
hospital care only comes into focus 
when it is realized that of the 
20,183,827 admissions to hospitals 
in our country last year, only 
1,966,413 were in government hos- 
pitals. Yet government hospitals 
in America have the majority, 
about 62 per cent, of all beds. 
Longterm hospital cases, such as 
mental illnesses and tuberculosis, 
have become the responsibility of 
government, and more beds are 
naturally required for patients 
suffering from these conditions. 
Yet the important consideration in 
hospital financing is that more 
than 85 per cent of the money for 
the support of short-term general 
hospitals now comes from pay- 
ments received from patients. 
Because of this, our voluntary 
nonprofit hospitais have an impor- 
tant interest in the kind of hospital 
insurance which American people 
buy. It is because of this interest 
that hospitals have sponsored 
Blue Cross. The close relationship 
between hospitals and Blue Cross 
has often been the basis of some 
misunderstanding with other in- 
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surance groups, Blue Cross being 
placed by them in the position of 
being “teacher’s pet.”’ Most times 
those who are critical of the hos- 
pitals’ preference for Blue Cross 
are not aware that such preference 
has been paid for by Blue Cross— 
that the privilege of being “teach- 
er’s pet” has a high price tag to it. 


PRICE TAG FOR APPROVAL 


Well, what do America’s volun- 7 


tary hospitals want from hospital 
insurance and what is the price 
tag for the approval they have 
given to Blue Cross? The first thing 
that American hospitals want is 
that all insurance sold by the car- 
rier shall meet the hospital cost 
of the insured. This is one of the 
reasons why hospitals emphasize 
the importance of the service con- 
tract. In effect, the hospitals have 
said, “It does the subscriber or an 
insured person little good to have 
$5 or even $10 or $12 a day com- 
ing to him when he goes to the 


hospital if in the first day his bill. 


might be $100 and in ten days, 
$500.” They go on to say that “if 
such insurance does the insured 
little good, it is downright harm- 
ful to the hospital.”’ This is because 
whoever goes to the hospital 
needing care will get it without 
consideration of his ability to pay. 

What happens then if the hos- 
pital provides all of the services 
that may be necessary to restore 
health to an insured patient only 
to find that his insurance policy 
pays $5 or $12 a day against 
charges that may be as much as 
$20 or $40 a day? You are right. 
In all too many cases the hospital 
cannot collect the difference. Most 
insurance contracts now provide 
an allowance for the ancillary 
service charges, five times the per 
day allowance, ten times or even 
20 times the per day allowance. 
But this is far from assurance of 
service benefits. 

The next requirement that hos- 
pitals logically impose is that the 
entire community be given the op- 
portunity to be enrolled—not just 
persons with stable employment 
and high wages, or employee 
groups whose hospital experience 
may be expected to be low because 
of their age and sex composition. 
Hospitals do not have a worry 
about those who generally pay 
their bills or those who seldom 


need hospital care. Their problem 
is to obtain payment from those 
who need a lot of care and for 
those who cannot afford to pay. 
From the beginning Blue Cross 
has made it possible for the entire 
community to enroll, and its en- 


rollment record is indicative of its - 


success in this respect. More and 
more local communities and states 
are reporting 50 per cent of the 
population enrolled. Many commu- 
nities have between 60 and 80 per 
cent. The hospitals’ position in this 
is reasonable and proper because 
unless the entire community is 
eligible to enroll in hospital insur- 
ance, all of the recent advances of 
medicine and the art of hospital 
administration are without mean- 
ing to most of those who need care. 
Without insurance they can’t meet 
the cost of hospital care when they 
need it. Those who are left out 
represent the votes for federal 
compulsory health insurance. 


The third requirement of the 
hospital is like the second, that 


people who have left their jobs or 


retired be allowed to continue 
coverage. These people represent 


a serious hospital problem because 


they not only need more frequent 
and extensive care, but also be- 
cause they have little money to 
pay hospital bills. The usual hos- 
pital insurance group policy, as 
you know, discontinues coverage 
when the insured leave their jobs 
or retire. Blue Cross makes it pos- 
sible for anyone when he leaves his 
job, to transfer or convert his cov- 
erage to nongroup status. In ad- 
dition, Blue Cross continues to 
make its service available to the 
rett%ied regardless of age and re- 
gardless of the health record of 
the individual subscriber. If em- 
ployees do not have conversion 
rights, we again have only added 
to the votes for a compulsory fed- 
eral health insurance system. 
The fourth requirement hospi- 
tals have made is that the Plan 
be nonprofit like the hospitals 
themselves. Hospital care all over 
the world represents personal 
tragedies that the religious and 
humanitarian have tried to lessen. 
In passing it could be noted that 
there is little room for profit in this 
business anyway, if fair claims 
policies are pursued and rates kept 
low enough so that most people 
can pay them. The per patient day 


contracts—the 


payroll expense alone in American 
hospitals has risen in the last eight 
years from $5.11 per day to $12.35 
Some adjustments may be need- 
ed in the Blue Cross.service con- 
tract principle. One such is that 
the absence of a requirement on 
the part of the subscriber to pay 
something may need modification. 
Some Blue Cross Plans are now 
experimentally requiring the sub- 
scriber to pay an amount, usually 
$25, upon admission to the hos- 
pital—or alternatively, $3 to $5 
per day for the first ten days. In 
either event, at the end of the first 
day or ten days, no further pay- 
ment need be made by the sub- 
scriber. Under such arrangements, 
the less sick are obliged to pay 
some portion of their hospital 
bills, the maximum in the instances 
noted being respectively $25, $30 
or $50. The really sick subscriber 
—the person who stays after ten 
days and who might remain for 
20, 40, 50 or 100 days—has nothing 
more to pay. The service contract 
principle is therefore in no way 
being abandoned by these Plans. 


ANOTHER POSSIBLE CHANGE 


Another possible change in pol- — 
icy involves the exclusion in most 
Blue Cross contracts of benefits 
when admission is solely for diag- 
nostic purposes. Under this provi- 
sion, if the doctor establishes an 
admitting diagnosis the case is 
approved. If not, the case is dis- 
approved. In our Philadelphia ex- 
perience less than three per cent 
of all cases are disapproved, in- 
cluding denials of maternity lia- 
bility because waiting periods have > 
not been met. We are not so naive 
as to believe, however, that the re- 
maining 97 per cent of cases ad- 


_ mitted to hospitals are all for ther- 
. apy and none solely for diagnosis. 


Tighter admission policies and 
denials of service will do little to 
overcome this problem. For this 
reason, Blue Cross and Blue Shield 
are now beginning to offer out- 
patient and inpatient diagnostic 
service on a co-insurance basis. 
These two modifications of present - 
imposition of a 
small co-insurance factor and the 
addition of outpatient or inpatient 
diagnostic service—will probably 
about offset each other ratewise. 

Historically Blue Cross was con- 
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ceived by American hospitals as 
the way out of the economic di- 
lemma they faced. This was nat- 
ural because no hospital insurance 
worthy of the name existed prior 
to the establishment of Blue Cross. 
This is not to say that the insur- 
ance companies and benefit asso- 
ciations have not made their con- 
tribution to the solution of the 
nation’s basic health problem. Yet 
if the matter of choice were to 


be urged, Blue Cross would rest. 
its case upon the close integration | 


it has achieved with local com- 
munity hospitals everywhere in 
the United States and Canada. 

If its case rests upon sound 
grounds, and if such integration is 
the truth, it has great significance 
for the community, which must 
in one way or another meet the 
operating expenses of hospitals 
and their capital requirements as 
well. Hospitals are now a necessity. 
If insurance coverage pays the 
hospital for its service on the 
short side, the difference will only 
have to be made up in other ways. 
In addition, subscribers with sec- 
ond-class protection lose both 
ways, and can hardly be blamed 
if they look to Washington for 
solution of the health problem. 

While this might appear to in- 
dicate that Blue Cross is in favor 
of paying every hospital its own 
charges for service, it would be 
wrong to leave this impression 
without further comment. For if 
Blue Cross, and Blue Shield as 
well, pay a price for the preferred 
position they enjoy with hospitals 
and doctors, the hospitals and doc- 
tors also have to pay a price for 
the benefits they derive out of the 
partnership. Nothing of value 
comes free. 

Hospital charges for the same 
service vary widely from one hos- 
pital to another within the same 
community. The hospital should 
‘ be paid reasonably for its service 
in accordance with its own cost 
and the nature of the service it 
renders. Yet payment of the cost 
of hospital care on an individual 
hospital cost basis can be as un- 
fair and unrealistic as payment of 
individual hospital charges. 

Blue Cross Plans have widely 
varying methods of hospital pay- 
ment, yet all give to the buyer of 
their service the advantage of in- 
tegration with local hospitals. The 
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fact that no uniformity of method 
has as yet been achieved is only 
evidence of the complexity of the 
problem. For a number of years, 
on a national basis, the. American 
Hospital Association and the Blue 
Cross Plans have been at work to 
obtain great uniformity in this 
area. The most recent and by far 
the most specific formulation in 
regard to methods of payment for 
hospital care by third-party agen- 
cies is contained in “Principles of 
Payment,” which was published 
in the summer of 1954 by the As- 
sociation. This makes a good start 
on a very complicated problem, 
and those who participated in 
formulating the principles have 
made a significant contribution to 
thought on the matter. 


COMMUNITY PARTNERSHIP 


From all of this I hope that it 
will be seen by you that the best 
interests of the hospitals really 
coincide with the best interests of 


the community. What the hos- 


pital needs—regular financing— 
and what the community wants— 
assurance that people will get all 
the hospital care they need when 
they need it—can both be obtained 
through the community partner- 
ship which Blue Cross represents. 
Its partnership device has already 
solved a large part of the national 
problem in an orderly and typi- 
cally American way. The question 
then becomes simple and clear- 
cut: If the community is going to 
pay for hospital care one way or 
another, why not get the advan- 
tages that close integration with 
hospitals through Blue Cross can 
provide? 

When I started in Blue Cross in 
St. Paul, there was but one other 
multiple hospital Blue Cross Plan 
in existence—that one was in 
Newark, New Jersey. There had 
been earlier single hospital plans 
serving a single community or in- 
dustry for generations, but these 
two were the first of the multiple 
hospital plans that are now com- 
mon. In 1933, after these two Plans 
had been in operation for one year, 
they paid their member hospitals 
approximately $20,000 for sub- 
scribers’ care. Last year—1954— 


. the 85 Blue Cross Plans of the 


United States paid the hospitals 
approximately $800 million for the 
care of their subscribers. This 


_ health security for all 


achievement in community organ- 
ization probably represents one of 
the most exciting and romantic 
chapters in the history of Amer- 
ican business. 

The purely local character of 
the earlier Plans has been modified 
to meet the needs of subscribers 
by an evolutionary process, Orig- 
inally only the care of: each local 
Plan’s ‘member hospitals was pro- 
vided. If the subscriber became il] 
while away from home, he re- 
ceived no benefit. Now just about 
every approved Blue Cross Plan 
subscriber is assured that no mat- 
ter where he is when taken ill, he 
will obtain the service benefits of 
the Plan in the area where he 
needs care. Only two of the Plans 
are not yet participating in this 
program. An Inter-Plan Bank in 
Chicago clears all these cases once 
a month. Every Blue Cross Plan is 
linked to every other Plan through 
a teletype system so that if you — 
are a Blue Cross subscriber of the 
New York Plan and are hospital- 
ized in San Francisco, you get the 
benefits which the San Francisco 
hospitals have agreed to provide 
San Francisco Blue Cross sub- 
scribers. The same is true for per- 
sons transferring from one com- 
munity to another. If a Chicago 
subscriber is transferred to Cleve- 
land, the Cleveland Blue Cross 
Plan will accept him immediately 
without waiting periods, and with- 
out imposing a penalty of any kind. 

Blue Cross and its brother Blue 
Shield (the doctors’ plan which 
takes care of medical expenses) 
have come of age. They recognize 
that as inadequacies appear, they 
must be overcome; yet as rapidly 
as earlier inadequacies were un-— 
covered, the remedies were cre- 
ated, tried out and are now in 
effect. Together they paid hospitals 
and doctors about $1.3 billion for 
subscriber care in 1954. 

Nothing is ever so good that it . 
cannot be improved. We also know 
that no matter how good some- 
thing may seem, not everyone is 
going to want it. That is one of 
the good things about living in and 
being a part of America. We all 
make our own decisions and get 
what we want. Certainly no major 
nation has ever before come so 
close to solution of the problem of 
without 
compulsory health insurance, 
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The Boardwalk of Atlantic City 
| marks the center of activity 
for visitors. Inset at right shows 
in detail the smooth 

runways for rolling chairs and the 


herringbone pedestrian path 
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in the 
Associa- 
tion’s history, hospital administra- 
tors and. key personnel will be 
meeting on the Boardwalk of At- 
lantic City, when the fifty-seventh 


OR THE TENTH TIME 
American Hospital 


annual convention takes place 
there September 19 to 22. 

Program plans, begun last De- 
cember and built around the theme 
“Working Together for Better 
Health,” include numerous round 
table sessions, at which specific 
problems will be discussed in mul- 
tiple small group sessions. These 
are being designed for department 
heads, as well as for administra- 
tors, and will be held Tuesday, 
Wednesday, and Thursday morn- 
ings. 

The convention will get under 
way on Monday afternoon with the 
first general session. Other gen- 
eral meetings Tuesday, Wednes- 
day, and Thursday afternoons will 
cover, among others, such subjects 
as accreditation, financing, and 
Blue Cross. At one of the sessions 
a progress report on the expanded 
program of the Association will be 
made to the membership. The an- 
nual banquet will be Wednesday 
evening. 

All convention educational pro- 
gram sessions and the Hospital 
Merchandise Mart—the exhibit— 
will be in the mammoth Atlantic 
City convention hall, one of the 
few such buildings in the country 


that can adequately house the 
American Hospital Association 
convention. Meetings of the Board 
of Trustees, Coordinating Commit- 
tee, and House of Delegates will 
be at the Traymore Hotel, head- 
quarters for the American Hospital 
Association: Special events will be 
scheduled at various Boardwalk 
hotels. 

This year the meeting days for 
the governing bodies will be as 
follows: Coordinating Committee 


and Board of Trustees, Saturday, 


September 17; Board of Trustees, 
Sunday, September 18; and House 
of Delegates, Monday, Tuesday, 
and Wednesday mornings. 


As in the past, Hospital Auxilia- 
ries and allied groups will hold 
their annual meetings in conjunc- 
tion with the AHA convention, 
with the following hotels as their 
headquarters: Hospital Auxiliaries, 
Marlborough-Blenheim; American 
College of Hospital Administrators, 
Traymore; American Association 
of Hospital Consultants, Claridge; 
American Association of Nurse 
Anesthetists, Ritz-Carlton; and As- 
sociation of Hospital Planning 
Agencies, Dennis. 


Approximately 20 of Atlantic 
City’s famous hotels will house 
hospital conventioners. Hotel res- 
ervation blanks will be mailed to 
members next month. These are to 
be returned, not to the headquar- 
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The Traymore Hotel, headquarters for the 
1955 AHA Convention 
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ters in Chicago, but to the AHA 
Housing Bureau at the Convention 


Bureau in Atlantic City. 


In keeping with this resort set- 
ting, the annual Monday night get- 
acquainted social will be a gala 
party. Plans for this festive affair 
are not complete, but present in- 
dications are that it will top all 
past events. Watch for the details 
in later announcements. 

Speaking of the Boardwalk, did 
you know that it really is board? 
And that, in the olden days, it 
really was “rolled up” and put 
away? Yes, the first Boardwalk in 
Atlantic City was actually taken 
up at the end of the season and 
stored in a barn—at the great cost 
of $17. The Boardwalk was the 
city fathers’ solution, back in 1870, 
to the problem brought to them by 
one of the hotelkeepers. His guests 
were wading in mud puddles and 
tracking sand into his lobby, and 
he suggested that perhaps the city 
could do something to protect his 
floors. It did—a Boardwalk eight 
feet wide and a mile long—at a 
cost of $5,000. 

Beset by fires and damaging 
storms, the Boardwalk has been 
rebuilt many times. Mother Nature 
was not the only one, however to 
bring about new boardwalks. Be- 
cause resort owners were con- 
structing jetties to extend their 
own private beaches they were 
automatically causing the public 
beach to move outward thus mak- 
ing it necessary for the city to 
move the Boardwalk with the 
beach. Tired of the continual 
boardwalk toting the city fathers 
passed an ordinance prohibiting 
such beach extensions. 

Today’s almost eight-mile-long 
Boardwalk is 60 feet wide for most 
of its length and is built fairly 
high above the beach. Its herring- 
bone pattern provides an easy 
walking surface for its yearly 17,- 
000,000 visiting promenaders. On 
the other hand, its two paths of 
boards running parallel to the 
beach insure a less bumpy ride 
for those who choose to travel its . 
length via the rolling chairs. 

Though AHA members will not 
see the Boardwalk “rolled up” they 
can roll down it next September 
when they travel from their hotels 
to the convention hall for the in- 
formative and educational conven- 
tion sessions. 
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A three point program to provide a role for. 


URING THE PAST two or three 
decades the trend toward 
specialization in medical practice 
has been accompanied by a chain 
of events directly affecting the 


general practitioner and the med- 


ical care of the public. In some 
hospitals the scope of general 
practitioners’ privileges has been 
gradually narrowed as specialty 
fields have increased. This has led 
to a tendency to limit medical 
staff appointments to diplomates 
of specialty boards or members of 
specialty societies. When excluded 
from the active medical staff, the 
general practitioner is deprived of 
an opportunity to further his pro- 
fessional education within the hos- 
pital. What should be done to 
restore the status of the general 
practitioner as a family doctor? 
What can the hospital do to enable 
the general practitioner to more 
adequately meet his responsibili- 
ties to the public? 

At the risk of over-simplifica- 


‘Dr. Sutton is director of the 600-bed 
Miami Valley Hospital, Dayton, O. 
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tion, it is believed that the follow- 
ing three point program, if vigor- 
ously supported, will go far toward 
a satisfactory solution. 

General practitioners should be 
granted medical staff privileges 
commensurate with their individu- 
al training, experience and demon- 
strated ability. As the physician 
increases his knowledge, skill and 
experience, he should be granted 
additional privileges through the 
credentials committee consistent 
wth the welfare of the patient 
and mindful of the responsibility 
of the hospital board of trustees. 
Many general practitioners devel- 
Op special interest and clinical 
ability in specialty fields such as 
surgery and obstetrics. Provision 
should be made for granting major 
privileges to such physicians when 
their ability and experience justi- 
fy such action, in the opinion of 
the medical staff. It is unsound to 
restrict major privileges to special- 
ty society or board members only, 
ignoring other physicians equally 
capable by their experience, if 


SHOWN ABOVE IS a diagnostic conference 
being held in connection with the program 


developed at Miami Valley Hospital. 


not by their formal training. 

A department of general prac- 
tice should be established and 
maintained whenever necessary to 
provide the general practitioner 
with his proper place in the hospi- 
tal. Such a department should 
be on a par with other major de- 
partments of the hospital medical 
staff such as medicine or surgery, 
providing a voice for general prac- 
titioners in the policies and opera- 
tions of the medical staff and the 
hospital. Since in small hospitals — 
the majority of the medical staff 
is made up of general practitioners 
the establishment of a department 
of general practice applies pri- 
marily to: larger hospitals and 
medical school affiliated hospitals. 
Action to create a department of 
general practice should be ini- 
tiated in each hospital by the gen- 
eral practitioners and the medical 
staff. An excellent guide to the 
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establishment and operation of 
general practice departments in 
hospitals is available from the 
American Academy of General 
Practice. 

With these two steps taken, the 
proper integration of the general 
practitioner in the hospital is still 
not complete without a definite 
provision for his continued pro- 
fessional training. The following 
proposal offers a means of more 
fully meeting this need. 

A continuous postgraduate edu- 
cational program for the general 
practitioner should be organized 
and conducted in the hospital. The 
chief purpose of such a program 
is to enable him to keep constant- 
ly abreast of new developments in 
medicine and to further his clini- 
cal ability. An educational pro- 
gram utilizing the clinical mate- 
rial, scientific opportunities and 
teaching facilities of the modern 
- hospital offers the following ad- 
vantages: 

1. It would elevate the stand- 
ards of medical care for the 
public generally. 

2. It would better prepare the 
general practitioner to meet 
his responsibilities as a fami- 
ly doctor. 

3. It would provide desired 


education with the least in-. 


terruption to an active prac- 
tice. 

4. It would provide continuous 
education throughout. the 
professional life of the gen- 
eral practitioner. 

5. It would promote team work 
and harmony between spe- 
cialists, consultants, hospi- 
tals and the general practi- 
tioner. 


The educational program can be 
established on a pattern of one or 
more years of training in medi- 
cine, pediatrics, surgery, and ob- 
stetrics and other services on a 
rotating basis, involving assign- 
ments of one or more hours once 
or twice each week. The educa- 
tional program may best be de- 
veloped around ward rounds, at- 


tendance at necropsies, outpatient 


clinics, x-ray and pathology de- 
partment experience, and regular 
staff conferences, all under the 
supervision of the chief of the 
service or an assigned senior at- 
tending physician. Other resources 
of. the hospital may be utilized in 
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graphy, 


the program, for example, the 
medical library, physical medicine 
and rehabilitation, electrocardio- 
electroencephalography, 
radioisotope laboratory, diet ther- 
apy and pharmacy. Training is 
best conducted on an individual or 
small group basis to permit ad- 
justment to each physician's abili- 
ty. Candidates who intend eventu- 
ally to limit their practice to a 
specialty could be given progress- 
ively more advanced training in 
the chosen specialty as merited. 
As they advance in judgment, ex- 
perience and clinical ability, they 
would become eligible for appoint- 
ment with major privileges on the 
specialty service. Progress reports 
should be maintained and used 
for verification of training as well 
as for a guide to future educational 
assignments or to appointments or 
promotions. 


ADVANTAGES OF THE PROGRAM 


- Such a program, utilizing con- 


tinuously the many resources and 
facilities of the modern hospital 
for the benefit of the general prac- 
titioner, would seem both desirable 
and practical. It would provide the 
means of keeping abreast of new 
advances in medicine and gaining 
new skills with a minimum of in- 
terruption to a busy practice. It 
is capable of standardization for 
purposes of accreditation if desir- 


. ed. It may be integrated with the 


existing postgraduate program of 
the American Academy of General 
Practice. It is flexible and can be 
readily adapted to each candidate's 
available time, desires, and ability. 
It is strongly urged for the con- 
sideration of general practitioners 
and hospital medical staffs in order 
that general practitioners may 
benefit, and through their active 
participation, standards of medical 
care may be-constantly elevated. 

In medical staff organization the 
essential role of ‘the specialist is 


recognized. The various specialty 


boards were created because of a 
need for evaluating standards of 
medical practice in special fields. 
It is well recognized that their 
established standards have been 
and will continue to be a signifi- 
cant factor in improving the quali- 
ty of a medical practice and in re- 
ducing morbidity and mortality. 
Today it is impossible for any 
physician to render a high stand- 


ard of modern medical care with- 
out intimate association with con- 


sultants, laboratories, equipment 
and other facilities of a modern 
hospital. Yet we need to remember 
that the general practitioner can 
provide adequate medical care for 
over 75% of human health needs. 
To do this effectively in the com- 
plexities of modern medical prac- 
tice, the general practitioner needs 
a continuous educational experi- 
ence such as can be provided in 
the hospital. 


PROGRESS MADE 


Fortunately, much progress has — 
been made in defining the role of 
the general practitioner in the hos- 
pital since the formation of the 
American Academy of General 
Practice. The Advisory Board for 
Medical Specialties, the Council on 
Medical Education and Hospitals 
of the American Medical Associa- 
tion and the American College of 
Surgeons have issued resolutions 
to the effect that limitation of 
medical staff appointments to 
physicians certified by specialty 
boards or holding membership in 
special societies is contrary to their 
principles. It has been pointed out 
that such policies if practiced ex- 
tensively would’ be detrimental to 
the health of the people and there- 
fore to American medicine. In 
1953, 2,447 hospitals had estab- 
lished general practice depart- 
ments—an impressive record, Most 
of these are patterned after the 
“Manual on General Practice De- 
partments_in Hospitals’ prepared 
by the Commission on Hospitals 
of the American Academy of Gen- 
eral Practice. Much has been ac- 
complished, but hospitals should 
provide a medical staff program 
which insures that the physician's 
association is an educational ex- 
perience. 

In summary, the determination 
of medical staff privileges solely 
on the basis of individual ability, 
the establishment of a department 
of general practice, and, added to 
this, the organization of a continu- 
ous postgraduate educational pro- 
gram for the general practitioner 
in the hospital will go far to estab- 
lish the role of the general practi- 
tioner in the hospital and provide 
him the necessary means of serv- 
ing effectively his patients as a 
family doctor. 
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ECALLING THE FUNCTIONS of 
hospitals and of the Ameri- 
can Hospital Association at the 
time of my entry into the field, it 
seems remarkable to me that we 
have come so far. The goals of 
hospital service are continuously 
advancing, and by the time we 
reach one objective, we have al- 
ready turned all our efforts toward 
fresh achievements. Sometimes we 
‘forget the solid accomplishments 
behind us, which can give us new 
enthusiasm for the tasks ahead. 
Thirty-two years ago I became 
administrator of a 200-bed hos- 
pital in a metropolitan center. To- 
day, this would suggest that I had 
at least some professional hospital 
training and experience. Actually, 
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AN ELDER COLLEAGUE TAKES A LOOK AT 


the long path progress 


JOSEPH G. NORBY 


my background was educational 
administration and rural banking. 
All I knew about hospitals~avas 
from my brief and somewhat dis- 
tracted observations of our local 
institution on the two occasions on 
which I had become a father. 
When I was invited to come to 
Fairview Hospital in Minneapolis 
to consider the job of superinten- 
dent, I was glad to have the 
chance to get out of the woods and 
visit the big city. On my arrival 
even my untrained eye could see 
that there was a state of complete 


' disorganization. A nearly 100 per 


cent strike against a personality in 
the hospital had just been con- 
cluded. Patients had been cared 
for by a group of volunteers cor- 
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JOSEPH G. NORBY, a past 
" president of the American Hospital 
Association and now a hospital 
consultant in Milwaukee, has 

played a leading role in the 
development of the Association 

from ''a kind of club” to a far-flung 

educational and service 

organization. The picture at left 

shows the members present 

at the 1906 meeting in Buffalo, at 
which the Association of Hospital 
Superintendents became the 

American Hospital Association. Above, 
a glimpse of part of the House 

of Delegates at the AHA 

Convention at San Francisco, in 1953. 
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responding to what we would call 
the hospital auxiliary today. The 
president of the board of directors 
was in administrative charge. 
Yet I was interested in the job. 
The depression of the early twen- 


ties had made the rural banking 


business slow. A Minneapolis hos- 
pital superintendent assured me 
that the hospital field was worth- 
while. Fairview was up-to-date; 
I was told that its separate tuber- 
culosis unit was one of the first of 
this type built in the west. There 
seemed to be an opportunity to 
develop administrative practices 
in this new field following the 
general precepts I had developed 
in education and banking. I there- 
fore accepted the post and began 
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my work inthe hospital field on 
January 2, 1923. | 

The morning I arrived, I found 
the president of my board sitting 
at the administrator’s desk leafing 
through a stack of bills about a 
foot high. He turned the seat and 
the bills over to me and I thus be- 
came a hospital administrator. The 
first problem rose promptly. A 
doctor stuck his head in the door 
to announce that there was pem- 
phigus in the nursery. I told him 
that I was distressed to learn this 
and would take steps immediately. 
I then looked up pemphigus in the 
dictionary and discovered that it 
was another word for impetigo. — 

The empirical method was the 
only approach to hospital prob- 
lems in those days. There were no 
manuals for guidance, no con- 
trolled studies, no technical con- 
sultants to provide expert advice. 
_ No one had determined the spe- 


cific errors causing recurrent out- 


breaks of impetigo. However, there 
was an impression that they might 
be related to inadequate isolation 
of the delivery room. Since at 
Fairview the delivery room and 
operating room were side by side, 
I recommended construction al- 
terations involving some five to six 
thousand dollars—a large sum for 
those days—to provide twe new 
delivery rooms entirely separate 
from the surgery. Later it was dis- 
covered that recurrent epidemics 
of impetigo were caused by faulty 
care of the newborn and improper 
techniques in the nursery, rather 
than the location of the delivery 
room. However, the alterations 
improved the layout of the hospi- 
_ tal even if they did not in them- 
selves solve the impetigo problem, 
so I did not feel the investment 
had been lost. 


EARLY ROLE OF ASSOCIATION 


Nowadays the administrator in 
a dilemma turns automatically to 
the American Hospital Association 
for information and counsel. In 
those days, however, the Associa- 
tion was known—when known at 
all to the average administrator— 
as “a kind of club”’ which met once 
a year so that the members could 
exchange ideas at their own level 
and within their own range of in- 
terest. Throughout the earlier 
years Association membership 


was entirely on a personal basis. 
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ticipation in 


Although the institutional mem- 
berships were created in 1918, 
during the twenties and early 
thirties the Association was still 
a pretty closely knit and select or- 
ganization, paying little attention 
to the problems of the inexperi- 
enced administrator and the small 
hospital. Since no attempt was 
made to develop programs of gen- 
eral interest, attendance at the an- 


nual meetings was quite limited. « 


The state hospital associations 
were just beginning to develop 
their present active roles. However, 
their programs dealt largely with 
discussions of local legislative or 
operating problems and did not at- 
tempt a comprehensive approach. 

The only meetings of broad in- 
terest to hospital administrators 
were the hospital conferences con- 


ducted by the American College of - 


Surgeons concurrent with their 
annual meetings. Such studies as 
were conducted on hospital opera- 
tion also were almost entirely 
under the auspices of the College, 
which had of course established 
the first standards for good hos- 
pital service with its approval 
program. 

Even in the area of general com- 
munication in the hospital field the 
Association played a minor role. 
There was no official magazine, no 
regular channel of communication 
with hospital administrators, no 
leaflets or manuals. The only 
source of information easily acces- 
sible to the administrator was The 
Modern Hospital, which served as 
a semi-official publication for the 


_ Association. 


The establishment of grass roots 
interest—and therefore of the 
grass roots benefits of membership 
in the Association—really began 
with the establishment of the 
Councils* in 1937. The work of the 
Councils made it possible for the 
Association to function as a service 
agency to the entire hospital and 
health field. The organization 
which had begun as a sociable coa- 
lition of friendly individuals now 
took on the attributes of an edu- 
cational institution. Membership in 
the Association now implied par- 
its activities and 
utilization of its growing services. 

The development of the work of 

*For a report on the work and responsi- 
bility of an AHA Council, see “The Re- 


nsibilities of Council Membership.” by 
E. Brown, in Hosprrats, Vol. , Jan- 


uary 1955, p. 83 


the Councils made it possible for 
the Association to inaugurate in 
its own right many activities hith- 
erto undeveloped or carried on as 
an associated activity by other or- 
ganizations. The annual meeting 
of the Association became truly an 
all-hospital conclave. Regional 
meetings and institute programs 
were developed, conducted by and 
for hospital people—not only for 
administrators but for department 
heads in every category of hospi- 
tal service. Association publica- 
tions—HOSPITALS, manuals, reg- 
ular and special bulletins—were | 
developed and improved, and li- 
brary services made the growing 
hospital literature available to 
every member. Today the impar- 
tial observer of hospital affairs 
recognizes that the chief aspect of 
the Association is educational; it 
is in no sense a trade organization. 


ADMINISTRATION COMES OF AGE 


The first great growth in the 
number of hospitals followed the 
development of asepsis, x-ray, and 
laboratory medicine, when a great 
enthusiasm developed on the part 
of doctors for establishing hospi- 
tals. In many cases a hospital was 
built primarily as the result of 
the enthusiastic activities of some 
doctor interested in both the fi- 
nancial and therapeutic possibili- 
ties of surgery. Anyone who has 
memories of those days remembers 
that the hospital itself was pretty 
simple. Necessary care was main- 
tained almost entirely by volun- 
teers and student nurses, and pos- 
sibly station supervisors—none of 
whom had the professional apti- 
tudes provided by present nursing 
education. Most recruits to hospi- 
tal administration were superan- 
nuated ministers or retired busi- 
ness men. 

Although there were increasing 
aspects of hospital service related 
to the public health, these were 
considered to be the function of 
such organizations as the Amer- 
ican College of Surgeons, and the 
hospital administrator’s. role was 
completely subordinate. Today the 
hospital administrative field is a 
professional one which is on a 
par with medical public health 
administration, and is an integral 
part of the broader field of health 
service. 

The establishment of hospital 
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administration as a profession 
was made possible by the dynamic 
role of the Association in its own 
direct educational activities, and 
in its support of associated activi- 
ties carried out through other or- 
ganizations and institutions, not- 
ably the American College of Hos- 
pital Administrators. As a result 
of the advances in professional ad- 
ministrative areas, the relation- 
ships of administrator, board, and 
medical staff have become more 
clearly defined. Each group now 
knows its own functions and rec- 
ognizes that they should be car- 
ried out without interfering in 
another bailiwick. Operational re- 
lationships are thus more harmon- 
ious—and therefore more efficient 
—than they used to be. 

A chief remaining problem is 
the need for continuous educa- 
tional programs for the trustees 
and medical staff. The Association 
has recognized this need and has 
included additional activities in 
this area in its expanded program. 
Our administrators are now 
trained for teamwork; but new 
board members and physicians 
unfamiliar with their hospital roles 
are continually introduced, and 
each new member has to learn to 
coordinate and to surrender some 
prerogatives to the group. This 
often is especially difficult for the 
doctors, who are trained for in- 
dividual responsibility and are 
not accustomed to the group set- 
ting. 


PUBLIC RECOGNITION 


During the first part of this cen- 
tury, the popular preachment on 
the part of public speakers and 
politicians was the necessity for 
public education in a democracy. 
However, interest in health service 
in all its ramifications was growing 
by leaps and bounds. The public 
enthusiasm that had been cen- 
tered on education little by little 
was extended to the field of public 
health. There were new attempts 
to define the various aspects of 
health service, and a new recogni- 
tion of the need for codédrdination. 

Thoughtful individuals had rec- 
ognized for some time that the de- 
velopment of the hospital pretty 
much resembled the growth of 
Topsy. In many instances there 
were gaps, inadequacies, and lack 


of correlation in providing hospital 
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and other health services to the 
public as a whole. The need for an 
over-all concept and pattern for 
hospital and health service became 
the subject of much discussion in 
the meetings of the various AHA 
Councils, with the result that it 


was decided to do something about — 


it. Action resulted in the estab- 
lishment of the Commission on 
Hospital Care in 1944. 


PATTERN FOR SERVICE 


The Commission on Hospital 
Care analyzed the facilities, dis- 
tribution, and functions of the 
American hospital, and outlined 
the pattern for future growth. The 
study pointed out the compound 
role of the general hospital as a 
workshop for the physician in his 
care of the patient, and as a center 
for health education, medical re- 


search, and community health. 


The work of the Commission 
demonstrated the growing public 
faith and confidence in the people 
concerned with hospital policy. 
The great national foundations had 
been quick and generous in their 
support of the study; the Commis- 
sion received codperation in its 
activities from all health agencies 


and organizations; the report was - 


received with wide public interest; 


and the legislators developed their 


health proposals in the light of its 
findings. For the first time in the 


history of the country the federal 


government was brought into ac- 
tive codperation in the provision 
of hospital facilities for the people 
of local communities; but the prin- 
ciple of federal aid was carefully 
safeguarded by the principle of 
local control, both in planning and 
in administration. 

The need for a pattern had been 
universally felt. The Association 
had provided the impetus and the 
means for defining this pattern: 
the Commission had developed the 
formulation; the benefits are in 
evidence without dispute. The suc- 
cess of the undertaking was such 
that the best authority has stated 
that the pattern of hospital devel- 
opment in America has been es- 
tablished for the next 75 years. 


The role of the hospital in rela- 
tion to the codrdinated health 
service of the community was now 
established. The problem now re- 


maining concerned the financing of 
the new and future community 
services of the hospital. What are 
the costs of improved hospital 
care? How are these costs to be 
met? Again the Association moved 
to action. Again the foundations 
provided financial support. The 
Commission on Financing of Hos- 
pital Care was established. 

The three-volume report of the 
studies of this second Commission 
marks another peak in hospital 
progress. For the first time, the 
essential facts about hospital costs 
and methods of payment for hos- 
pital care have been assembled 
and analyzed. The elements of the 
problem have now been estab- 
lished; the areas fur further re- 
search, analysis, and action have 
been outlined. On the bazis of the 
Commission findings and further 
study and experimentation, the 
pattern for financing community | 
hospital care will evolve. 


THE HEIGHTS AHEAD 


Through all its manifold activi- 
ties, the American Hospital Associ- 
ation has made an impress and 
contribution to what is recognized 
throughout the world as the finest 
hospital care provided anywhere 
—the care rendered by the Amer- 
ican hospital, the product of the 
hospitals codéperating through the 
agency of their Association. 

I am happy that the Association 
has had the courage and pride to 
look to the future and demand a 
big building for its activities, and 
a beautiful one. The physical ex- 
pansion will provide the proper 
setting for the many expanded 
services already planned, and for 
those which will develop to meet 
needs still unforeseen. 

The next mountain-top of 
achievement should be the com- 
plete rapprochement of all agen- 
cies providing for the public 
health—such as the Association, 
the American Medical Association, _ 
the American Public Health Asso- 
ciation, and the National League 
for Nursing—in a solidly function- 
ing confederacy, with similar aims 
and objectives but with complete 
independence and respect for each 
other’s autonomy. We are begin- 
ning to recognize more clearly that 
we are all in the same field and 
are directed toward the same 
goals. 


| 
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BASIS FOR FINANCING 
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national 


inventory 


of 


nursing 
homes 


The first national inventory of the 
number and types of existing nursing 
homes has now been carried out, and 
the advance report of the findings 
has been released by the U. S. Public 
Health Service. Because of the in- 
creasing significance of nursing 
homes among total facilities for 
health care, and the almost complete 
lack of specific information on the 
subject, the report has been eagerly 
awaited in the hospital field. 


Begun as a direct result of the 
planning requirements created by 
the extension of the Hill-Burton Act 
- to include non-profit nursing homes, 
the inventory of nursing homes was 
carried out during 1954 through the 
state agencies administering the 
Hospital Survey and Construction 
Program. Data from 51 ‘states’ —in- 
cluding the District of Columbia, 
Alaska, Hawaii, and Puerto Rico— 


are included. 


The following abstract was pre- 
pared for publication in HOSPITALS 
in order to bring this new informoa- 
tion to general attention. The com- 
plete advance report, which contains 
much additional information, was 
written by Jerry Solon, M.A., and 
Anna Mae Boney, B.A.*, and was 
published in the December 1954 is- 
sue of Public Health Reports (Vol. 
69, p. 1121). It has been abstracted 
by permission of the Division of Hos- 
pital Facilities of the Public Health 
Service, U. S. Department of Health, 
Education and Welfare. 


FEBRUARY 1955, VOL. 29 


Beds in skilled nursing homes, per !,000 state population, 1954 


ITH THE AIM OF SUPPLYING 

basic national data on the 
number and types of existing 
nursing homes, the Division of 
Hospital Facilities of the Public 
Health Service set out to take a 
national inventory. The 25,000 
homes covered in the inventory 
can accommodate about 450,000 
people. This means that there is a 
combined ratio of nearly 3 beds 
per 1,000 population. 

‘The homes include essentially 
all types of nonhospital facilities 
providing nursing or supportive 
services to chronically ill, conval- 


escing, aged, disabled, or infirm 


persons: Nursing homes, homes 
for the aged, boarding care homes 
for aged persons, county homes, 
children’s convalescent homes, 
special nursing homes for alco- 
holics, drug addicts, or mentally 
disturbed patients, and the like. 
Excluded are maternity homes, 
domiciliary facilities for children, 
and, unless they distinctly meet 
the defined criteria for a nursing 
home giving primarily “skilled 
nursing care,” such facilities as in- 
stitutions for the blind and the 
deaf and institutions for the men- 
tally deficient. 

How to differentiate the types 
of homes within this broad range 


*Mr. Solon and Miss Baney are health. 


p am analysts with the Division of Hos- 
pital Facilities, Public Health Service. The 


prepared this report under the general di- 
rection of Dr. John W. Cronin, chief of 
that division. 


is a difficult problem. The facilities 
with which we are dealing shade 
imperceptibly from one level of 
care to another. With full recog- 
nition of the impact, particularly 
on the borderline facilities, of de- 
finitions which slice into this 
gradient, we have established a 
classification which, however im- 
perfect, has considerable basis in 
practice. The definitions employed 
for three levels of care are given 
in the chart on page 69, together 
with a description of the four cate- 
gories of homes which hinge on 
these definitions. Data for all four 
categories are given in Table 1 on 
page 68. 


FOUR TYPES OF HOMES 


(1) Skilled nursing homes provide 
40 per cent of the beds in these 
facilities. The size of the average 
skilled nursing home is about 25 
beds. 

(2) Personal care homes with skilled 
nursing are relatively large, averag- 
ing 40 beds. Although a majority 
are proprietary establishments, the 
large average size undoubtedly 
flows from the nonproprietary 
complement—public homes and 
nonprofit homes for the aged. We 
surmise that perhaps as many as 
one-fourth of the 80,000 beds in 
these homes are for patients re- 
ceiving skilled nursing care. If this 
portion (20,000) of the beds in 
these homes is added to the 180,- 
000 beds in skilled nursing homes, 
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National estimates of the number of nursing homes and related facilities, 1954 


Table I. 
Percent Approxi- 
3 Number distributiton mate aver- Number 
Type of facility age number of beds 
Homes Beds Homes Beds perhome | P°P¥ — 

Total United States! 25,000 | 450,000 100 100 20 28 
Skilled nursing homes. 7,000 180,000 28 40 25 it 
Personal care homes with skilled nursing... 2,000 80,000 8 18 40 5 
Personal core homes without skilled nursing. 7,000; 110,000 28 24 15 7 
Sheltered homes 9.000 80,000 36 18 10 5 


1 includes Territories 


we have, all told, 200,000 beds for 
skilled nursing care. 

(3) Personal care homes without 
skilled nursing parallel the skilled 
nursing homes in number, but are 
typically quite small in capacity. If 
we think of the total personal care 
beds available, we might add to the 
110,000 beds in these homes the 
estimated 60,000 beds available 
for personal care alone in the pre- 
ceding category. This yields a 
crude total of 170,000 beds for 
personal care. 

(4) Sheltered homes—whose pro- 
totype would be the proprietary 
boarding home for older persons, 
which offers somewhat more than 
mere room and board but less than 


continuing personal services—are 


typically the smallest of the four 
types of facilities. They are the 
most incompletely reported. The 
80,000 beds reported can at best 
only be regarded as a minimum 
estimate. 


SKILLED NURSING HOMES 


The skilled nursing homes are 
the core of our interest in this 
study. We are interested in the 
other types of facilities because to 
discover the relationship of their 
availability and role to the avail- 
ability and role of skilled nursing 
homes would enlighten us on the 
need for nursing home facilities. 
In a broader perspective, too, all 
of these types share in meeting the 
needs of chronically ill people. 

The range among the states in 
the availability of beds in skilled 
nursing homes is very wide (see 
U.S. map on page 67). Alaska has 
none of this type of facility, and 
quite a few states have next to 
none. At the opposite extreme is 


Washington with 3.6 beds per 
1,000 population. 

The differing pattern of distri- 
bution as between number of 
states and their populations points 
to a tendency for the more popu- 
lous states to have a larger supply 
of beds in skilled nursing homes 
relative to population (Table 2, 
below). This reflects a number of 
economic and demographic factors: 
(1) There is, very clearly, a pro- 
gressive increase in availability of 
beds in skilled nursing homes as 
the aged portion of the population 
increases. (2) The wealthier states, 
in terms of per capita income, 
have relatively more skilled nurs- 
ing home beds than do the less 
wealthy states. (3) The more rural 
a state, the lesser the proportion 
of such beds. (4) The extent of 
chronic disease hospital facilities 
seems to have some partial corres- 
pondence to the volume of beds in 
skilled nursing homes; but no such 
association is evident with the 
level of supply of general hospital 
beds. 

These are not mutually inde- 
pendent relationships since the 
several factors are themselves in- 


terrelated. Therefore, at this point, 
we suggest that the availability of 
beds in skilled nursing homes is 
associated with the total complex 
of these factors. 


OTHER RELATIONSHIPS 


The rank order of the 32 states 
reporting on all four types of fa- 
cilities was determined in relation 
to each type of facility. A single 


clear-cut pattern does not emerge, 


but a number of conclusions may 
be drawn. It is a rarity for a state 
to rank consistently high in all 
four types of facilities; it is fully 
as rare for a state to rank con- 
sistently low on all four types. 
Somewhat more frequently en- 
countered is the state which has 
a combination of middle and low 
ranks. By far the most common 
situation is a marked difference of 
ranks for a state among the several 
types of facilities. In such cases 
there are no dominant patterns; 
each type is about as frequently 
represented as the others in high 
ranking and in low ranking among 
the states. The supply of the differ- 


ent types relative to each other . 


may be quite “accidental.” 


Table 2. 
Percent 
distribu- 
Number of skilled nursing home Number tion of 
beds per 1,000 populction of states population 
Less then 0.!. 5 5.9 
0.1-0.4 . 12 15.5 
0.5-0.9 _. 15 25.8 
1.0-1.4 . 8 27.4 
1.5-2.4 . 8 22.9 
2.5 and over. 3 25 
HOSPITALS 
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Whether the several levels of 
facilities are appropriately and 
soundly balanced to meet the real 
need is a question which perhaps 
some of the states can answer af- 
firmatively. But it is not likely to 
be so answered by most, in view 


of the widely opposing patterns of 
availability found in the states. 
Determinations of what is an 
appropriate balance and what are 
proper levels of adequacy in these 
facilities will not be attempted 
until the data collected in the in- 


ventory have been mined more 
intensively. We will look particu- 
larly to an analysis of the local 
distribution of facilities to tell us 
on a functional level how that dis- 
tribution is related to controlling 
factors. bad 


Definitions and Classification 


Used in the National Inventory of Nursing Homes 


Level of Care 


SKILLED NURSING CARE includes 


Those procedures employed in caring for the sick 
which require some technical nursing skill beyond 
that which the ordinary untrained person can 
adequately administer. These may include full 


bed baths, enemas, irrigations, catheterizations, | 


application of dressings or bandages, administra- 
tion of medications by whatever method the 
physician orders (oral, rectal, hypodermic, intra- 
muscular), and carrying out other treatments pre- 
scribed by the physician which involve a like level 
of complexity and skill in administration. They 
may be provided by either professional or prac- 

tical nursing personnel, so long as they extend 
~ beyond “personal care’’ as described below. 


PERSONAL CARE includes 


Such personal services as help in walking and 
getting in and 
bathing, help with dressing or feeding, preparation 
of special diet, supervision over medications which 
can self-administered, and other types of 
personal assistance of this order. 


SHELTER includes 

Room and board and minimum services of a 
domiciliary nature such as laundry, personal 
courtesies as occasional help with correspondence 
or shopping, and occasional helping hand short 
of the routine “personal care” descri above. 


out of bed, assistance with general. 


of Home 


SKILLED NURSING HOME 


Provides ‘‘skilled nursing care’ as its primary and 
predominant function. 


PERSONAL CARE HOME, 
with skilled nursing 


Provides some “‘skilled nursing care,” but only as 
an adjunct to its primarily domiciliary or ‘per- 
sonal care” function. 


PERSONAL CARE HOME, 


without skilled nursing 
Provides “personal care,” with no ‘‘skilled 
hursing care 


SHELTERED HOME 


Provides ‘“‘shelter’ with its associated minimum 
services to aged residents who essentially manage 
their own care and affairs. 
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financing hospital care 


foreword 


>. 


OM FINANCING 
‘OF HOSPITAL CARE 


ORE ADEQUATE FINANCING of hospital care for 
those who cannot afford to pay is one of the 
most pressing needs of our voluntary hospitals, and 


was a major subject of study for the Commission on 


Financing of Hospital Care. 
Like the earlier Commission on Hospital Care, the 


Commission was an independent agency sponsored 


by the American Hospital Association, supported by 
grants from foundations and other interested organ- 
izations, and composed of leaders in health and wel- 
fare. Financing Hospital Care in the United States, 
the report of the Commission’s two-year research 
program, follows in natural sequence the report of 
the first Commission, Hospital Care in the United 
States, which defined the role of the general hospital 
in the community. 

In presenting excerpts from the third and final 
volume of the Commission report, Financing Hos- 


pital Care for Nonwage and Low-Income Groups, 


it is hoped that there may be brought to the atten- 
tion of all concerned the importance of hospital care 
for these groups, the impact that such care has on 
hospital financing, the responsibility of the commu- 
nity to the hospital, and the many problems which 
must be solved if our hospitals are to continue to carry 


Mr. Hayes, a past president of the American Hospital Asso- 
ciation, was the director of the studies of the Commission on 
Financing of Hospital Care. 


BETTER-INFORMED AMERICAN 
A public, with higher incomes 
and a higher standard of living, is 
demanding and receiving a greater 
quantity and a higher quality of 
hospital service than ever before. 
During 1952, hospitals provided 
services for more than 19 million 
admissions—the largest number 
in history. The increased use and 
greater complexity of hospital 
services, however, together with 


' Excerpted. from Financing Hospital 
Care in the United States,* Volume 
III, Financing Hospital Care for Non- 
wage and Low-Income Groups, by 
permission of The Blakiston Division, 
McGraw-Hill Book Company, Inc. 


*Volume I, Factors Affecting the Costs of 
Hospital Care, edited by John H. Hayes, 
copyright 1954 by The Blakiston Company, 
Inc., New York and Toronto. Price $4.00. 


Volume II. Prepayment and the Com- 
munity, edited by Harry Becker, copy- 
right 1955 by The Blakiston Division, Mc- 
Graw-Hill Book Company, Inc., New York. 
Price $4.50. 

Volume III, Financing Hospital Care for 
Nonwage and Low-Income Groups, edited 
by Harry Becker, copyright 1955 by The 
Biakiston Division, McGraw-Hill Book 


Company, Inc., New York. Price $2.50. 
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for those who cannot pay 


out their mission to serve every member of the 
community. 

With the publication of this study the Commission 
report is now complete. The first volume, Factors 
Affecting the Costs of Hospital Care, was published 
last fall; it fulfilled the Commission’s first objective, 
“to study the costs of providing adequate hospital 
services.” The second objective, “to determine the 
best systems of payment for such services,” is the 
subject of the last two volumes, now being released. 


Prepayment and the Community, the second - 


volume of the report, deals with the basic method for 


financing the costs of hospital care for the majority . 


of the population. The amount of protection avail- 
able today, the amount purchased by the public, and 
the possibilities for extension of coverage to the groups 
now without protection are analyzed. Adequate pre- 
payment benefits and coverage for those persons who 


can afford prepaid protection will do much to close 


the present gap between hospital operating expense 
and patient income. 

However, there is a large segment of the popula- 
tion which requires assistance in paying for hospital 
care. The number of persons included in this category 
is difficult to estimate; for example, the number in the 
low income group cannot be precisely measured, 
since it depends on such factors as where the “money 
income” line is drawn; adjustment for income in kind; 


as an adjustment income in 
2. 10 million outside 
ance hove excluded. 


THE LOW-INCOME GROUP 
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NOTE: Deta taken from the Bureau of the Census reports on family income in 195! with the following 
justments: 
1. Number of form — ond — below money income line hos been reduced by one holf 


the labor force receiving some form of public aid or socio! insur- 


and size of family and variations in the cost of living. 
Whatever the basis for approximation, the number 
is unquestionably large. In a recent address to the 
House of Delegates of the American Medical Asso- | 
ciation, Mrs. Oveta Culp Hobby estimated that ap- 
proximately 30 million people could not be benefited 
by the health reinsurance proposal because they could 
not afford to purchase voluntary health insurance. 
Paradoxically, the more prepayment is extended 
to those who can budget for prepaid protection, the 
more acute becomes the problem of financing care 
for those who cannot afford such protection. Pay- 
ments to hospitals from prepayment premiums can- 
not be expected to cover the cost of care for persons 
who are not covered but who cannot pay, nor to 
make up the deficits created by inadequate reim- 
bursement from public and private welfare agencies. 
As the Commission on Financing of Hospital Care 
agreed, “If such groups as the aged, the unemployed, 
the disabled, and low-income, as well as public aid 
recipients, are to have access to needed hospital care, 
not only must additional funds be made available, 
but creative and imaginative approaches to financing 
and administration must be developed.” The inade- 
quacies of present methods. have created a major 
financial problem for the voluntary hospital system. 
The Commission report presents the facts needed for 
the development of new approaches. bad 


their better quality, are pushing 
the costs of care higher. The 
community’s economic problem of 
assuring that hospital care for all 
segments of the population will be 
adequately financed is for these 
reasons growing in intensity. 
Adequate financing is required 
if the wide range of equipment 
and facilities and the high level of 
skills needed to provide modern 
hospital services are to be available 
to the, people of the community. 
Although the growth of prepay- 
ment has helped substantially 
to increase and stabilize hospital 
income, community hospital serv- 
ices continue to be underfinanced 
in relation to the need for funds to 
finance the care that medical ad- 
vances have made possible. 
Evidence of the underfinancing 
of voluntary hospitals is seen in 
the lack in many community hos- 
pitals of adequate facilities for 
diagnosis and treatment. Eleven 
percent of the nonprofit, short- 
term general hospitals with less 
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REIMBURSEMENT TO HOSPITALS FROM GOVERNMENTAL AGENCIES GENERALLY IS LESS THAN THE COSTS OF THE CARE PROVIDED 


than 50 beds do not have diagnos- 
tic x-ray facilities; 16 percent of 
those under 100 beds do not have 
clinical laboratory facilities; some 


hospitals over 100 beds not only 


lack laboratory facilities but are 
not equipped for electrocardio- 
graphy or basal metabolism; in 
almost two-thirds of the hospitals 
under 250 beds, x-ray therapy and 
physical therapy are not available.’ 
However, because of such factors 
as size and proximity to other hos- 


pitals, it may be neither necessary 


nor desirable that all hospitals 
maintain facilities for the provision 
of comprehensive hospital care. 
But the absence of facilities needed 
by the community for diagnosis 
and treatment is an indication 
of underfinancing. 

Further evidence of underfinanc- 
ing is seen in studies made by the 
U. S. Public Health Service. Data 
supplied by state agencies con- 
cerned with hospital construction 
indicate that at the beginning of 
1953 more than 13 percent of all 
hospital beds in America were in 
structures considered to be unac- 
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ceptable when measured by pre- 
sent-day standards of safety and 


adequacy.? This report also shows | 


that the United States needs over 
a third again as many general hos- 
pital beds as are now available. 
The voluntary hospital system 
today is underfinanced in large 
part because adequate provisions 
have not been made to finance care 
for individuals and families unable 
to purchase prepaid protection at 
adequate levels or to pay for care 
at the time of illness. The extent 
to which part-pay or nonpay pa- 
tients constitute an economic bur- 
den to general hospitals is indi- 
cated by data which show that in 
Pennsylvania during 1951, 13 per- 
cent of all patient-days were for 
patients of this group; in North 
Carolina and South Carolina hos- 
pitals aided by The Duke Foun- 
dation during 1951, 15 percent of 
all patient-days were for part-pay 
or nonpay patients; in Philadel- 
phia 25 percent of all patient-days 
in 1949 were for such patients; 
and even in New York State, 


where city and county tax-sup- 


ported hospitals are widely used 
for care of welfare recipients, 9 
percent of the total patients in 
voluntary hospitals in 1948 were 
beneficiaries of public agencies.*® 

SOURCE OF HOSPITAL INCOME 
SHIFTING. Public attitudes about | 
financing hospital care are often 
based on an image of the hospital 
as it existed 25 years ago. But since 
the 1920’s the hospital economy has 
changed, and today the pattern of 
financing is quite different from 
even 15 years ago. . 

' Money for hospital buildings and 
equipment has traditionally come 
from community fund-raising, phi- 
lanthropy, and local tax levies. To © 
a somewhat lesser extent, funds to 
meet hospital operating deficits re- 
sulting from unreimbursed services 
to part-pay and nonpay patients 
have been obtained in the same 
manner. Recently, however, philan- 
thropic contributions have de- 
creased as a proportion of total 
hospital income, and tax and other 
fund allocations have not been in- 
creased sufficiently to offset this 
loss. 
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‘At the same time that shifts in 
sources of hospital income for capi- 
tal expenditures have occurred, a 
change has taken place in the 
source of funds for meeting the 
cost of care for patients who can- 
not pay. Traditionally the volun- 
tary hospital has charged the pay- 
ing patients in private accommoda- 
tions not only for the cost of their 
care but also an additional amount 
to help meet the cost of providing 
care for part-pay and nonpay pa- 
tients. Today a large proportion of 
paying patients has prepaid care, 
and many prepayment agencies 
pay hospitals on a basis related to 
the actual cost of care provided. 
_ Since prepayment agencies are not 

_ expected to subsidize cost of care 
for nonprepaid patients, the hospi- 
tal cannot obtain income from this 
source to meet deficits. 

FINANCING HOSPITAL CARE TODAY. 


These shifts in sources of hospital | 


income are having a profound ef- 
fect on the hospital’s financial situ- 
ation and on the hospital’s role in 
the community. The concept of the 
hospital as a charitable institution 
is changing. Present-day voluntary 
hospitals. are becoming nonprofit 
community agencies financed al- 
most. entirely by earned income 
for services rendered to paying 
patients. 

During 1952, in the nation’s 3,134 
nonprofit, short-term general hos- 
. pitals, “earned income” from pa- 
tients averaged $18.10 per day. But 
the total expense per patient-day 
in these 3,134 hospitals averaged 
$19.55. Over the course of the year, 
this 8 percent disparity between 
income from patients and total ex- 
penditures for care amounted to 
approximately $140,000,000 for 
these hospitals.'* 

MEETING THE COSTS OF CARE FOR 
ALL PATIENTS. With prepayment 
agencies tending to pay only the 
cost of care provided to the grow- 
ing number of prepaid patients, it 
becomes necessary for the hospital 
_to recover from other sources its 


full cost of services rendered to — 


other groups of patients if the 
financial deficits that retard devel- 
opment of community hospital 
services are to be avoided. To the 
extent that patients are not cov- 
ered by prepayment or cannot 


otherwise meet the cost of their | 
*By the follo , the total 
By the fo | 


over 
of $1.60 per diem. 
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care, public- and private-welfare 
agencies must reimburse the hos- 
pital for the cost of care provided 
nonpaying and part-pay patients. 

Tax funds for the purchase of 
hospital care for beneficiaries of 
public agencies are obtained pri- 
marily from local property and 
miscellaneous state tax levies. 
Often payments to hospitals from 
these tax sources do not reimburse 
for the actual cost of providing 
hospital services. Moreover, volun- 
tary charitable agencies, such as 
Community Chests, are unable to 
reimburse hospitals adequately for 
the care of their beneficiaries. In 
reports to the Commission from 
seven representative Community 
Chests making payments directly 
to hospitals for private-welfare 
recipients, only one Community 
Chest stated that its reimburse- 
ment to the hospital covered the 
actual cost of care provided. The 
remaining six Community Chests 
estimated that their payments cov- 
ered between 52 and 82 percent of 
the cost of care. 

GROUPS THAT CANNOT PAY FOR 
HOSPITAL CARE. In considering the 


_ problem of financing hospital care 


for those who either cannot pay or 

can pay only part of the cost of 

their care, priority attention should, 
perhaps, be given to the following 
population groups: 

1. Persons in the older age brack- 
ets who are not employed and 
their dependents 

2. Temporarily unemployed per- 
sons and their dependents 

3. The disabled and their depend- 
ents 

4. Persons with income insufficient 
to buy both the daily necessities 
of life—food, clothing, and hous- 
ing—and hospital care 

5. Persons receiving public aid. 
There is an inevitable overlap- 

ping among these categories. Also, 
there are people outside these 
groups who cannot pay for hospital 
care as well as persons within them 
who are able to pay. Nevertheless, 
persons who cannot pay for care 
are largely concentrated in these 
five population groups. 

In response to a request from the 
Commission, 32 general hospitals 
supplied information on the charac- 
teristics of a random selection of 
3,407 patients unable to pay their 
hospital bills. The average income 
for this group unable to pay the 


charges incurred for hospital care 
was found to be $2,320. 

Twenty-one percent of these pa- 
tients were 65 years of age and 
over, whereas persons in this age 
group comprise less than 9 percent 
of the general population. It is also 
significant that 40 percent of those 
who were unable to pay their hos- 
pital bill had some form of prepaid 
protection but that the benefits 
provided were insufficient to re- 
duce the covered person’s hospital 
bill to an amount which he could 
pay at the time of illness. Some- 
what more than one-third of this 
group unable to pay for their hos- 
pital care were either heads of 
families or members of house- 
holds receiving some form of pub- 
lic aid or social insurance. Nine 
percent were members of house- 
holds where the breadwinner, 
who in some cases was the patient, 
was unemployed seeking 
work. In some 40 percent of the 
cases, the patients’ bills were re- 
ported unpaid because household 
earnings were either insufficient 
or had ceased because of the hos- 
pital illness. 

SUMMARY | 
An orderly plan foy financing 


hospital care for the nonwage and 


low-income groups cannot be post- 
poned without jeopardy to the 
financial structure of the voluntary 
hospital. Hospitals cannot buy the 
goods and services they need to 
render high-quality hospital care 
without the necessary funds. Mod- 
ern medical advances and better- 
trained and higher-paid personnel 
call for increased expenditures. 
Until methods have been developed 
and funds are available to finance 
care for nonwage and low-income 
groups on a basis that assures the 
voluntary hospital of adequate re- 
imbursement, the community hos- 
pital system will be underfinanced, 
and the vital services hospitals 
provide to the community will 


suffer. 
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Unless the symbolic character of the hospital is recognized 


and properly presented to the public, unnecessary troubles will constantly 


bedevil administrators and directors 


THE HOSPITAL AS A SYMBOL 


HE FIELD OF PUBLIC relations 

has often been described as 
the “art of making the sour look 
sweet and the sweet look sweeter.” 
This may very well be true, but 
such a salesman’s job is not, or 
should not be, a part of the public 
relations function of nonprofit or- 
ganizations. Certainly hospitals are 
not out to show the world how 
wonderful it is to be sick. Nor do 
they desire a total increase in ill- 
ness in order that they can make 
money for trips to Florida for their 
directors. 

Hospitals, like a large number of 
other organizations, exist to help 
people in trouble while all the 
time working hard to see that 
fewer and fewer troubles actually 
arise. In a world where the tech- 
niques of market expansion control 
most activities, hospitals must 
show their greatness by helping 
to shrink their market. 

This situation has led some ob- 
servers to feel that hospitals should 
have little or no money for public 
relations activity. The hospital 
should do a fine job with its pa- 
tients and with that consider its 
task ended. 


John R. Everett is president of Hollins 
at Hollins College, Virginia. 
paper was developed from remarks 
aint by author as a e] member at 
. held at Roanoke, 


JOHN R. EVERETT, Ph.D. 


All who hold this view misread 
the symbolic function of a hospital 
in the community. A hospital is not 
only a place where illness is treat- 
ed, it is also a symbol of security 
for the healthy members of a com- 
munity. Unless this symbolic char- 
acter is recognized and properly 
presented to the public, unneces- 
sary troubles will constantly be- 
devil administrators and directors. 

The care and feeding of sym- 


bols is a little recognized art and 


receives no attention from science. 


Yet a good many of our social 


agencies suffer daily from harass- 
ments which could be so easily 
avoided if careful thought were 
given to symbol cultivation. 
There has never been a com- 
munity, primitive or sophisticated, 
which has not used symbols to 
down its fears and guarantee its 
security. Ancient societies placed a 
large part of their hope for phys- 
ical well-being in the formal in- 
cantation of the witch doctor. 
Sometimes these incantations were 
long and involved statements ac- 
companied by a series of formal 
stylized movements. It was not 
uncommon for a witch doctor to 
be banished or killed if he so much 
as dropped a word or missed crook- 
ing his little finger at the proper 
moment. All the time the incanta- 
tion was being played, the other 


members of the community would 
sit in silent watchful concentra- 
tion. One false move could mean 
death for everyone, and no one 
was willing to let the witch doctor 
destroy the security of the future. 

Our modern communities are 
considerably different from prim- 
itive villages, but the habit of sym- 
bolizing security is still very much 
a.part of the human psyche. The 
advance in science and religion, 
which has taken us a long way 
from magic and superstition, has 
not changed the fact that man is 
a relatively insecure bit of organic 
matter on a fearfully large globe. 
We still have our symbols and we 
still need them. 

Not so long ago, I sat on a panel 
which was composed of people 
from various fields, and the sub- 
ject for discussion was hospital 
public relations. Near the end of 
the session, a hospital administra- 
tor in the audience got to his feet 
and asked in a rather plaintive — 
tone why people picked on hos- 
pitals without even knowing how 
they worked or what their prob- 
lems were. 

Aside from reminding me of 
what must have been the innum- 
erable cries of injustice from the 
lips of escaping witch doctors in 
primitive times, it also recalled a 
conversation I had previously had 


with a high policy maker in the 
State Department. 

This conversation was with a 
man who had devoted his life to 
public service; he had used a bril- 
liant mind and an excellent talent 
for the benefit of this country for 
over twenty years. His words were 
almost the same: “Why do people 


pick on the State Department when 
they have no idea either of the 


Magnitude of our problems or of 
the actual strength and guile of 
our adversaries?” | 

The answer to both questions is 
_ the same. Both the State Depart- 
ment and hospitals are attacked 
in blind, unreasoning anger when 
they seem to falter in the fulfill- 
ment of their symbolic functions. 
When this apparent faltering oc- 
curs, very few people are willing 
to take the time to learn the facts. 
Even fewer will want to acknowl- 
edge that hospitals and govern- 
ments are operated by fallible hu- 
man beings who are just as ca- 
pable of error and just as imper- 
fect as everyone else. When in- 
stitutions are made into symbols 
of security, the mind of the maker 
reduces the elements of normal 
contingency and relativity and 
gives the symbol an. aspect of per- 
fection which it cannot have in 
actual fact. 

In this age of international civil 
war and highly publicized indi- 
vidual diseases, it is not at all un- 
usual for the general. community 
to vest hospitals, doctors, govern- 
ments and statesmen with an 
omnipotence and perfection which 
- no man or institution is capable 
of achieving. Since there is very 
little chance of changing this pub- 
lic predisposition, it becomes nec- 
essary for symbolic agencies to 
work out some means of dealing 
with it. And hospitals will certain- 
ly have an easier time of it than 
governments! 

Probably the first thing a hos- 
pital administrator should do is to 
make absolutely sure that the 
community understands his insti- 
tution’s financial situation. The 
slightest doubt in the mind of an 
average-income healthy person re- 
garding a hospital’s position on 
profit making can plant the seeds 


which later grow into unwarranted | 


attacks. No one can tolerate the 
idea that the world is so organ- 
ized that the proper care of illness 
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_erystal clear, 


is dependent upon a profit margin. 
Whether through sound reason- 
ing or emotional fancy, the notion 
that commercial gain stops at the 
door of disaster is firmly imbedded 
in human consciousness. Whether 
hospitals and doctors like it or not, 
the lay public looks upon them as 
institutions and individuals who 
will miraculously put aside all self- 


seeking the minute someone is 


stricken. 

By making its financial position 
the hospital lets 
everyone know what will happen if 
and when he becomes helpless. It 
may be that an advance deposit is 
necessary before a person can be 
admitted to a room or ward; if it is 
necessary, everyone in the com- 
munity should know it and know 
why and how much. The purity of 
the hospital as a symbol is likely 
to be irreparably tarnished if a 
person first realizes this fact after 
an illness strikes. Most people 
know that heat, light, x-rays, med- 
icines, nurses and buildings cost 
money, but they are in no position 
to reason when they face the un- 
predictable future of illness. The 
time to bring to people a full un- 
derstanding of the financial re- 
sponsibility of patients and of the 
financial structure of hospitals is 
before illness strikes, not after a 
person becomes sick. 

It seems undeniably true that the 
best understanding of hospitals 
comes after they have conducted 
public campaigns for funds. The 


- campaigns serve not only the pur- 


pose of raising funds, but they also 
afford a vehicle for public educa- 
tion. In my judgment no nonprofit 
hospital should allow more than 
five years to elapse between these 
intensive drives for public support. 
The good they do in keeping the 
symbol shined far outweighs the 
inconvenience the community feels 
in having to give money. 


THE VERY BEST OF CARE 


Another factor of importance in 
the symbolic structure of a hos- 
pital is the adequacy of its equip- 
ment and the competence of its 


staff. Since for most healthy peo- 


ple any illness is_ irrationally 
thought to be the prelude to seri- 
ous permanent incapacity or death, 
there is the constant feeling that 
they must have the very best of 
care. Popular magazines and news- 


papers are constantly printing 
stories about new discoveries in 
machines and medicines which 
revolutionize medical practice and 
hospital care. Most of the stories 
are known by the profession to be 
overdrawn and full of premature 
conclusions, but the general public 
rarely gets the opportunity to read 
the more qualified statements of 
the experts which appear in learn- 
ed journals and the proceedings 
of professional associations. The 
first news story is usually the last 
as far as the layman is concerned. 

If no publicity is given to the 
new equipment which any good 
hospital must constantly be pur- 
chasing, the general community 
will sooner or later get the feeling 
that their hospital is behind the 
times and less than it should be. 
In most cases the criticism will 
probably be unwarranted, and a 
little investigation would prove 
the fears unfounded. But again the 
fact remains that people rarely in- 
itiate a serious investigation of a 
symbol. The insecurity which leads 
us to construct the symbol effec- 
tively precludes a rational investi- 
gation of it. 

The burden of proof, whether 
fair or not, lies with the hospital. 
Hospital boards and administrators 
cannot assume that the public will 
follow the juridical principle and 
hold a person or an institution in- 
nocent until guilt is proved. As 
custodians of a symbol, the boards 
and administrators must take the 
initiative and explain themselves 
clearly and well before the fears 
arise. Rational arguments and facts 
never convinced a frightened man.. 

There are, of course, a large 
number of other factors which af- 
fect the symbolic character of 
a hospital. The ones mentioned 
should, however, be sufficient to 
make the point clear. A hospital 
cannot consider itself just another 
enterprise among the thousands 
which engage the energies of peo- 
ple. It has the special character 
of a symbol in a very important 
area of human concern. This pe- 
culiar characteristic requires that 
it be not only above reproach, but 
that it clearly and forcibly lets 
everyone know this. The modern 
sophisticate no less than the primi- 
tive savage will become irrational, 
unfair, and violent if those who 
keep his symbols betray him. * 
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good community relationships 


MAJ. 


w JULY 5, 1945, I assumed com- 
mand of Dibble General Hos- 
pital at Menlo Park, Calif., a blind 
and orthopedic center with ap- 
proximately 3,500 beds. My pred- 
ecessor had administered this hos- 
pital from its beginning with 
unusual success. The buildings, 
grounds and personnel seemed all 
that one could ask for. The director 
of the Eye Division was a national- 
ly-known specialist in his field. 
Five days later, I made the front 
page of practically every paper in 
the country. A congressman, in a 
formal address on the floor of the 
House of Representatives, accused 
the Dibble Hospital staff and me of 
gross negligence and mistreatment 
of the hundreds of blind patients 
under our care. 


General Streit is clinical consultant to 
the United Mine Workers of America Wel- 
fare and Retirement Fund, Washi 
D. C. This article is adapted from the 


author’s address at the Ninth Inter- 


meme Institute for Federal Hospital Ad- 
tors in Washington, D. C.. Novem- — 


ber 16, 1954. 
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are essential 


GEN. PAUL H. STREIT, MC, USA (RET.) 


~ 


This incident illustrates some of — 


the problems that a hospital faces 
in its relations with the commu- 
nity, the press and the public. 

The press asked for a statement 
and I gave it to them as follows: “I 
have been Commanding Officer of 
Dibble five days, and manifestly 
have not been able to inspect this 
vast institution in detail. Because 
of my special interest in ophthal- 
mology, the Department of the Eye 
and Blind is of special concern to 
me. I know of no neglect or mis- 
treatment of the blind. In view of 
Mr. Congressman’s charges, I have 
instituted a special survey and will 
report to you as soon as it is com- 
pleted.” 

The same day, I interviewed 
some of the blind patients in the 
presence of the director of the Eye 
Division and his staff. I repeatedly 
asked for comments about the hos- 
pital and the care that they were 
receiving. Finally, a young man 
with severe eye and facial injuries 


got up and said: “Colonel*, there’s 
nothing wrong here. This is the 
. . best place in the world.” And 
it was followed by a loud cheer. 

This one example did not satisfy 
me, so I interviewed each blind 
patient—a long, arduous, tiring, 
but essential task. I checked with 
professional services. I had confer- 
ences with welfare personnel and 
numerous community organiza- 
tions. After three days of continu- 
ous interviews, I was convinced 
that the blind were being cared 
for in an excellent manner—or 
better—and I so reported this to 
the press. 

I was amazed at the sympathetic 
and cordial response of groups and 
individuals to my statements. 

A group of men from the con- 
gressional district asked me what I 
would like to have the congress- 
man do. I replied, “Have him come 
here and look around.” 

Three days later the congress- 
man walked into my office and I 
told him that I very much wanted 
him to do three things: 

1. Inspect the hospital in his own 
way. 

2. Report to me. : 

3. If the result was as I had an- 
ticipated, apologize handsomely to 
the hospital’s personnel, the med- 
ical profession and the Army, in 


the presence of the press. 


This he did on the following 
Monday. 

The congressman was an able 
legislator with a fine record in Con- 
gress. He had been misinformed 
about the program for the blind by 
a constituent whom he had thought 
was entirely reliable. And he did 
what not all congressmen do when 
they are wrong—he tried, to the 
best of his ability, to correct the 
great mistake that he had made. 
- The successful outcome of this 
near-tragic incident with the Con- 
gress, the press and the community 
was due, in large part, to five fac- 
tors—all of them most important 
to any successful hospital public 
relations program: 

1. I, as the administrator of this 
hospital, gave this problem my 


*At the time the author was command- 
officer of Dibble General Hospital, he 
the rank of colonel. 
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FOUR IMPORTANT 

if 


personal attention even though de- 
mands on my time, naturally, were 
great during my first week as com- 
manding officer. 

2.1 promptly gave an initial 
statement to the press, initiated 
and completed a survey of condi- 
tions among the blind patients, en- 
listed the aid of community groups 
and requested the congressman to 
visit the hospital. It would have 
been so easy to delay action and to 
hope that the congressman would 
deliver no further blasts against 
the institution and that newspaper 
criticism and comment would rap- 
idly decline. 

3. I placed no barriers to a thor- 
-ough, honest check by special rep- 
resentatives of the press, who 
asked to investigate conditions. No 
half-truths or placebos were pub- 
lished in press bulletins. There 
were no run-arounds, no. conceal- 
ments, no falsehoods. 

4. The good will of many com- 
munity groups played a major role. 
My predecessor developed this un- 
derstanding through tact, hard 
work and, especially, through in- 
telligent and whole-hearted assist- 
ance to these fine people in their 
effort to render service to the sick 
and injured. | 

5. Primarily, I was fortunate to 
find a good hospital where neither 
the congressman nor the press 
could find a single major cause for 
_ criticism, and where the blind pa- 
tients themselves were the most 
enthusiastic boosters of the treat- 
ment that they were receiving. 


GOAL: HAPPY PATIENTS 


A happy patient is the very es- 
sence of a hospital’s good rela- 
tions with the public and the com- 
munity. The patient, not his symp- 
toms or diseases, must become the 
primary concern of everyone in 
the hospital, especially of the ad- 
ministrator. Hospital personnel, in 
their numerous diversified tasks 
and services, and volunteer work- 
ers, who assist in patient care and 
recreation, must work together as 
a team in behalf of the patient. 

To secure happy and contented 
patients and good community re- 
lationships, each of these condi- 
tions must be present: 

> Patient interest and concern. 

> Teamwork. 

>» Community spirit. 

Sick people do not react to stim- 


uli in a normal manner. The ad- 
ministrator and his staff will often 
need the patience of Job, the long- 
suffering of Lazarus, and the pa- 
tience of the Master to deal with 
the sick. The sick long for under- 
standing of their problems, and all 
the wonder drugs and scientific 
gadgets at one’s command can. not 
replace these needs. 

The doctor, in addition to his 
scientific skill, must give some- 
thing of himself to each patient— 
sincere, personal, human interest. 
Patients are especially grateful to 
the physician who has the ability 
and willingness to answer questions 
frankly, fully and truthfully. 


PATIENTS’ COMPLAINTS 


A good rule to follow in answer- 
ing the patient’s complaints is to 
assume the patient is right until 
proved wrong. Such an attitude 


will set. the tone and atmosphere 
' of your hospital and gradually will 


be reflected in the personnel’s ap- 
proach to the patients whom they 
serve. Only by eternal vigilance 
and intelligent attention to detail, 
and with sincere interest in the 
patient, can the administrator and 
his staff find satisfactory solutions 
to the patient’s complaints. Some 
of the more common complaints of 
patients concern admitting office 
procedures, poor food service, tim- 
ing of services, noise, inadequate 
parking facilities and difficulties in 
administering certain laboratory 
services. 

Admitting office. Too often pa- 
tients complain that they are inter- 
rogated at great length when they 
are admitted to the hospital. Long 
delays to secure biographical infor- 
mation are particularly injurious 
to good public relations, especially 
if the patient is seriously ill. 

Food service. Patients, even in 
the best regulated institutions, 
complain that their meals are not 
hot or appetizing in appearance. 
Many of these food service prob- 
lems can be solved through con- 
tinuous hard work and attention to 
every detail of dietary operation. 
Close coéperation between the ad- 
ministrater and chief dietitian is 
essential. 

Timing of services. Is it not really 
ridiculous to awaken patients at 
5 a.m. to take temperatures and 
even more unjustifiable to have 
the night nursing personnel give 


morning baths? In spite of the im- 
portance of maintaining a happy 
patient, a percentage of supervis- 
ors, nurses, physicians and admin- — 
istrators still think that proper 


- administration of wards can not be 


carried out under a schedule that 
regards the comfort and conveni- 
ence of the sick. To them, the pa- 
tient is only a scientific problem, 
and his comfort, rest and happi- 
ness are secondary considerations. 

Noises. Some of the causes of 
noises that frequently disturb pa- 
tients are air conditioning units, 
elevator motors, toilets, creaking 
doors, the inevitable floor polish- 
ers, the whispering of nursing and 
technical personnel in the corri- 
dors and the emergencies that dis- 
turb the wards day and night. On 
a terrazzo floor, carts and car- 
riages with hard rubber wheels 
sound like three-ton trucks. 

The sad fact is that 80 per cent 
of these noises are preventable if 


the administrator and staff dili- 


gently apply themselves in eradi- © 
cating these disturbances. 

Parking facilities. At many hospi- 
tals, staff personnel usurp all the 
available parking spaces. The hos- 
pital should provide a reasonable 
number of short-term, parking 
spaces for visitors within easy 
reach of the hospital. A helpful 
formula for community good will 
is to allocate a proportionate share 
of spaces for visitors and then see 
that they remain available. 

Laboratory services. Have you 
done anything about the labora- 
tory and the almost daily raids it 
makes on the patients for blood? 
In my opinion, few doctors learn 
the proper technique for venipunc- 
ture, and neither the medical stu- 
dent nor the medical school seem 
to have any special interest in such 
simple procedures. As a conse- 
quence, it is rare to find expert 
technicians. Much can be done to 
reduce the number of times that 
blood is withdrawn. 

Teamwork among all personnel 
is another essential in securing 
good internal and external public 
relations. It is the administrator’s 
primary job to mould his person- 
nel into one, harmonious, func- 
tional unit. 

Teamwork is not given to the 
administrator; it must be devel- 
oped by first-class leadership qual- 
ities. One effective tool in devel- 
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...Indian Cobras in an Armstrong 


X-4 Baby Incubator? 


Because there’s an exceptionally interesting, un- 
usual story back of this photograph, we’ve borrowed 
a page from television’s book and are making a 
guessing game out of the answer to “How Come?” 
To the first physician, hospital official, or nurse 
regularly connected with a hospital, who sends 
us the correct answer to “How Come—lIndian 
Cobras in an Armstrong X-4 Baby Incubator?” 


we will pay a $50.00 cash award. In addition, we 


will ship—free, express prepaid, one complete 
Armstrong X-4 Baby Incubator to any hospital 
chosen by the winner. 

(Incidentally, don’t jump off the deep end and 
tear us apart about snakes in an Armstrong X-4 
Baby Incubator—wait until you hear the story). 

There are only a few rules to follow: 

1. The contest is open to any physician or any 
member ofa hospital staff (administrators, 
nurses or technicians) in the United States or 
Canada. 

2. The writer of the FIRST most nearly correct 
answer of not over 50 words will be awarded 
personally $50.00 in cash. Also one complete, 
latest — Armstrong X-4. (Nursery Type) 


Baby Incubator, with all transportation charges 
prepaid will be shipped FREE to — hospital 
designated. 
3. Address your 50 word letter (and please print 
your name and the name of the Hospital) to: 
Indian Cobras 

c/o The Gordon Armstrong Company, Inc. 

508 Bulkley Building, Cleveland 15, Ohio 
4. Each envelope marked “Indian Cobras” will be 
stamped with a number as soon as it is received. 
When opened, the letter will be stamped with the 
same number. (Please, no telegrams or phone calls). 
5. The contest closes March 1, 1955. Postmarks 
on envelopes will establish the date. All entries 
will be acknowledged. 


6. The decision of The Gordon Armstrong Com- 


pany, Inc. is final. All letters become our property. _ 


The name of the winner will be announced in this 
magazine—the May issue if possible. — 
We hope you will accept this contest in the same 


spirit that prompts the idea and send us youranswer . 


as soon as possible. Remember—it’s the FIRST 
correct answer that counts. 
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oping teamwork is the group 
conference, at which time it is im- 
portant to impress each employee 
with the importance of his job in 
‘the total over-all care of the pa- 
tient. Each employee in his own 
way is as important as the admin- 
istrator. The employee can wreck 
the administrator’s best laid plans 
for community good will. 

A prominent business man re- 
cently said, “You can buy a man’s 
time, physical presence, certain 
skills, muscular motion, per se, but 
you can not buy enthusiasm, ini- 
tiative, devotion, or heart, mind 
and soul. These things you have to 
earn.” 

Hospitals must depend very 
largely upon creating good work- 
ing conditions, which appeal to the 
personnel, psychologically. Hospi- 
tals have always attracted persons 
who need more job satisfaction 
than mere financial remuneration. 


PRINCIPLES TO FOLLOW 


To develop and maintain good 
personnel relations, every admin- 
istrator must use the following 
principles of human relations: 

1. A sense of the dignity and 
value of each human being. It is 
surprising how quickly personnel 
will sense and feel the presence or 
absence of this principle. Work 
under duress becomes merely soul- 
killing drudgery. On the other 
hand, the hardest labor and most 
menial tasks are the source of 
heart-warming satisfaction when 
they are performed under condi- 
t ons becoming the dignity of man. 

2. Fair play. The personne! di- 
vision of the hospital must be op- 
erated so that there is not even a 
suspicion of bias toward any em- 
ployee because of creed, race or 
length of service. No division or 
department can occupy preferen- 
tial status. They all must be unified 
into one team with each employee 
exerting his best efforts for the 
common good. 

3. Fair treatment. It is easy for 
administrators to act hastily and 
arbitrarily in making decisions af- 
fecting employees. The adminis- 
trator’s sympathetic understanding 
and hearing of employee grievance 
are fundamental to good human 
relations. 


4. Good working conditions. The | 


administrator has important re- 
sponsibilities to see that in-institu- 


tion promotion, job analyses and 
well-defined personnel policies are 
developed. 

Community spirit on the part of 
the administrator is the third es- 
sential ingredient for good com- 
munity relationships. In the past 
some administrators saw no need 
to establish contact with the com- 
munity. They saw no effective 
service that the community could 
render the patient. They regarded 
the various community welfare 
groups as minor or major nui- 
sances and necessary evils. They, 
in effect, attempted to build a high 
fence around their institutions and 
keep the community out. Fortu- 
nately, the number of such admin- 
istrators is small; most of them 
Fave become acutely conscious of 
the great value of the good will of 
the community and its services to 
the patient. 

I suggest that the administrator 
develop understanding with the 
many women’s welfare groups and 
organizations. Many administrators 
already have enlisted the support 
of women in the community in 
their hospital auxiliary programs. 
The administrator should see that 
hospital personnel, who assist these 
volunteers with the patients, fur- 
nish fair, generous and kindly sup- 
port to these groups. 


PRESS RELATIONS 


Good relations with the press 
are of prime importance. News 
services have a right to informa- 
tion about many cases admitted to 
the hospital. If patients are promi- 
nent people, what happens to them 
in hospitals is news. It has been my 
experience that the news services 
do not want to injure patients by 
unwarranted publicity, and that 
they will codperate fully with the 
administrator. 

Timing is an important element 
in good press relations. The re- 
porter is almost always working 


on a deadline. That is why every 


hospital of any size should have 
arrangements for 24-hour, public 
relations service. The news report- 
er wants information which is of 
public interest available to him at 
any hour day or night. The infor- 
mation should be given quickly, 
accurately and with good will. 

- The public relations director 
must have right of access to the 
administrator day or night for 


consultations, information and ad- 


vice. Difficulties, disagreements and 
unpleasant episodes involving the 
hospital almost always can be 
clarified if they are discussed 
promptly and candidly. 

The alert administrator will visit 
the newspapers. Irritations can be 
ironed out when good working 
relationships with the editors and | 
correspondents have been devel- 
oped. The administrator will then . 
have a solid basis established for 
mutually beneficial news coverage 
of the hospital. 

One of the most effective ways 
of cementing good community rela- 
tionships is to invite the commu- 
nity in to see the hospital in action. 
The Department of Defense has di- 
rected that this be done in military 
hospitals during Armed Forces 
Week. Many hospitals extend this 
opportunity to the public during 
National Hospital Week. 


ATTRACTIVE SURROUNDINGS 


Another important element in 
developing good community rela- 
tionships is the attractive, colorful 


and cheerful hospital unit. The 


waiting rooms for clinics should be 
spacious, adequate and comfortable 
and the entrances and _ lobbies, 
friendly and inviting. All these 
factors give lasting impressions, 
add tremendously to the efficiency 
of the hospital, and somehow es- 
tablish the spirit and soul of the 


institution. 


The finest compliment that I 
ever have received as an adminis- 
trator was paid to me by a visitor. 
What impressed him most about 
the hospital was that it did not 
look like one. 

The administrator has many im- 
portant duties in directing a large 
or small hospital, but truly one of 
the most important of these is the 
development of good community 
and public relations. The adminis- 
trator cannot delegate this.respon- 
sibility successfully; he must liter- 
ally live with it 24 hours a day. It — 
must be of consuming interest to 
him. If the administrator enters it 
in a spirit of good will, the divi- 
dends to his institution, his per- 
sonnel and his patients will be 
great, and personal satisfaction 
and joy, one of the enduring de- 
lights of his work. The essence of 
good community relationships is a 
happy patient. | 
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THE TISSUE COMMITTEE-— 


a key to efficiency 
PAUL X. ELBOW 


} URSUANT TO STANDARDS of the 
Joint Commission on Accred- 
jtation of Hospitals, the: medical 
staff of Carmi Township Hospital 
appointed a tissue committee con- 
sisting of three physicians, with 
the pathologist as a member. The 
committee adopted a procedure 
that would be appropriate and 
effective for this small hospital, 
and the form below resulted. 
There are several prerequisites 
to the successful use of this form. 
First, there must be a regulation 
requiring the attending physician 
to furnish an admitting diagnosis 
(3) on admission of all elective 
cases, and as soon as possible on 
emergency admissions. Second, 
the surgeon must record his pre- 
operative diagnosis (4) immedi- 
ately following. surgery. Third, 
‘consultation is obligatory on all 
major surgical procedures, in- 
cluding all abdominal operations, 
and on all cesarean sections and 
sterilizations. Medical staff rules 
and regulations call for two writ- 
ten consultations (6) on all such 
procedures. Only one written con- 
sultation from an active or con- 
sulting staff member is required 
for emergency major surgery. 
The pathological diagnosis (7) 
is the report of the pathologist, 
made from a study of the tissue 
removed. Classification (8) of the 


mittee meets a half-hour before 
the monthly clinico-pathological 
meeting and scans the report to 
select the cases in which the vari- 
ous diagnoses do not agree. These 
case records are then distributed 
to each of the attending physicians 
involved at the clinico-patholog- 
ical meeting for presentation and 
discussion. Suggestions for the 
improvement of patient care and 
treatment usually result from 
their case presentations. 

With this work-simplification 
program, tissue committee meet- 
ings are as brief as possible. A 
voice-recording machine is avail- 
able in the record room and the 
chairman of the tissue committee 
dictates minutes of the meeting 
immediately after its adjournment 


and then gives a verbal report at 


the clinico-pathological meeting, 
which follows. 

This form also keeps the board 
of trustees of the hospital in- 
formed about the surgery being 
done in the hospital. The form 
readily lends itself to statistical 
studies, and is easily interpreted 
by laymen insofar as agréement 
between the various diagnoses 
and with the pathology report is 
concerned, It has been found most 
effective in the control of surgery 
and as an educational medium for 
both the medical staff and the 
board of trustees of the hospital. ® 


an educational tool 
GEORGE D. MONARDO 


HE TISSUE COMMITTEE, as it is 

presently organized and func- 
tioning in our 115-bed general hos- 
pital, has proved highly satisfactory 
as an educational tool for the mem- 
bers of the medical staff and as a 
stimulus to keeping good medical 
records. It has markedly reduced 
unnecessary or ill-advised surgery 
and has improved the quality of 
medical care generally. 

The program as described below 
was accepted by the executive 
committee of the medical staff, 
adopted by the entire medical staff 
as part of their “By-Laws, Rules 
and Regulations,” and approved by 
the lay board of directors: 

“The Tissue Committee shall 
consist of five members of the ac- 
tive medical staff, one representing 
each of the departments—Surgery 
(preferably a general surgeon), 
Medicine (preferably an internist), 
Obstetrics and Gynecology, Pathol- 
ogy, and Radiology. The Adminis- 
trator and Chief of Staff shall serve 
ex-officio. Neither the Pathologist 
nor the Radiologist shall serve as 
chairman of the Committee. The 


Mr. Monardo is administrator of 115-bed 
San Pedro (Calif.) Community Hospital. 


(3) > (4) (6) | (7) (8) (9) 


operation is recorded as elective 


Hernial see fi. 


Grey Hernis Left @hite—ieft inguinsi hernia Meruiet omy 
or emergency by the surgeon and indirest inguinel resset iow of 
the last column (9) indicates the [Shite | Pelvic tamer Pasoreetic cyst | Overiae eyst | ony 

The medical r rds clerk lists 104 Bleck] Acute appenticitis San Aqute me. | say 
is removed on this form monthly, 
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prior to the meeting of the 
tissue committee. The tissue com-- 


Mr. Elbow, former of 34- 
bed Carmi Township Hospital, Carmi, Il. 
now is assistant administrator of Borgess 
Hospital, Kalamazoo, Mich. 


~--- - 
| 
\ 4 
‘ 


Committee can only evaluate cases 
on the basis of what is recorded 
within the medical record. 

“Functions and Procedures of the 
Tissue Committee: 


“1. The Committee shall once a 
month review all tissues that are 
reported normal, review all cases 
in which there is a discrepancy be- 
tween the pathological diagnosis 
and pre- or post-operative diag- 
nosis or between autopsy diagno- 
sis and clinical diagnosis, review 
all surgical cases in which no tis- 
sue is removed (i.e. uterine sus- 
pension, exploratory laparotomy 
or thoracotomy, etc.) and all 
autopsy cases in which correlation 
of the pathological findings and 
the clinical record suggest that 
other management might have 
avoided the fatality. 


“2. The Committee shall express 
an opinion as to whether discrepan- 
cies between clinical and patho- 
logical diagnoses were justifiable, 
as to whether operative procedures 
such as uterine suspension, ex- 
ploratory laparotomy, etc., were 
indicated and as to whether errors 


in management were justifiable. — 


“3. The clinicians of the Com- 
mittee shall obtain references in 
medical literature to support any 
Committee opinion of ‘not justi- 
fied,’ ‘not indicated,’ or that an- 
other mode of management or 
treatment would have resulted in 
greater benefits to the patient. 


“4. The chairman of the Com- 
mittee shall assign the work of 
gathering data (searching the med- 
ical literature) on each of these 
questionable cases to the Commit- 
tee member best qualified in the 
particular field of medicine in- 
volved. 


“5. For each case that is dis- 
cussed and questioned by the Com- 
mittee, the chairman shall notify 
the physician in writing that case 
No. — was under discussion as to 
the discrepancy between clinical 
and pathological diagnosis, the in- 
dication for operation, or the man- 
agement of the case. 


“6. Each physician who has had 
such notification by the chairman 
shall have a period of two to three 
weeks during which time he may 
survey the medical literature in an 
endeavor to adequately justify his 
removal of normal tissue or his 
mode of treatment or management. 
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The Committee shall go on record 
as either maintaining or rescinding 
their original opinion after meeting 
with the physician whose case is 
questioned. | 

“7. The members of the Commit- 
tee and those physicians who have 
received notification shall work 
only with the content of the med- 
ical record and the available med- 
ical literature. | 

“8. The Committee shall not 
support an opinion on only second- 
hand verbal quotation of an au- 
thority. The Committee or a phy- 
sician whose case is questioned 
may, however, ask an authority to 
give his views in person or by 
letter. 

“9. The Committee shall meet at 
least once a month and twice a 
month if necessary. 

“Any suitable material reviewed 
by the Tissue Committee may be 
presented to the staff at a regular 
Staff Meeting. 

“The hospital will be able to se- 
cure any literature from the Los 
Angeles County Medical Associa- 


tion Library or the University of 


Southern California Medical 
School’s library for its staff mem- 
bers to use. Please contact the Ad- 
ministrator’s Office so that he may 
secure the literature requested.” 


ADVANTAGES NOTED 


There are a number of advan- 
tages resulting from the program 
just outlined. 

The primary advantage of the 
program lies in the acceptance of 
the tissue committee by the med- 
ical staff as an educational rather 
than a punitive tool, and in the 
accomplishment of its purpose of 
improving the quality of medical 
practice in the hospital in a con- 
structive manner. : 

Since it is felt that a fruitful dis- 
cussion between the committee and 
a physician whose case is ques- 
tioned can result only when all 
participants have available the 
same information, the committee 
may not modify its opinion on the 


- basis of additions to the medical 


record from the physician’s mem- 
ory or office records. Inasmuch as 
any information so pertinent as to 
alter the committee’s evaluation of 
the case would at least render the 
medical record subject to the crit- 
icism of inadequacy, this limitation 


does not seem unfair. At the same 
time, encouragement is given to 
the keeping of better and more 
complete records. By limiting sup- 
porting medical opinion to the 
literature and to personal or ver- 
bal communication, irresponsible 
or inaccurate quotation and mis- 
interpretation of authoritative 
opinion are avoided insofar as it 


is possible. 


In the course of preparing his 
case for discussion with the com- 
mittee, the physician of necessity 
must analyze his own work in the 
light of current medical opinion. 
The normal desire for approbation 
tends not only to stimulate this 
beneficial preparation for a discus- 
sion with the committee, but to 
stimulate the staff to keep up with 
current medical advances, to re- 
quest more formal consultations 
with the best qualified available 
physicians and to keep better med- 
ical records to avoid future un- 
favorable evaluation. 

Once a physician has been un- 
able to justify a diagnosis, an op- 
erative procedure or the manage- 
ment of a case before the tissue 
committee, he is usually careful to 
avoid placing himself in this posi- 
tion again. | 

Also, should a physician be un- 
able to justify himself in the opin- 


ion of the tissue committee more 


than four times during any one 
year, the committee’s findings are 
submitted to the department or de- 
partments in which the physician 
has privileges and to the executive 
committee of the medical staff for 
consideration or curtailment o 
privileges. 
The department or departments 
must submit to the executive com- 
mittee for review, a recommenda- 


tion as to whether the physician’s 
privileges should be curtailed and 


if so, specifically how. The execu- 
tive committee in turn must submit 
its findings and recommendations 
to the joint advisory committee. 
This committee is composed of the 
president of the board of directors, 
four members of the board of di- 
rectors, the chief of staff, four 


members of the executive commit- 


tee and the administrator. The joint 
advisory committee submits its rec- 
ommendations to the board of di- 
rectors. The board approves or 
modifies the recommendation and 
directs the administrator to carry 
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it out in co6peration with the chief 
of staff. 

Six weeks before the end of each 
year, the tissue committee submits 
an evaluation of each staff member 
in terms of per cent of “question- 
able” cases to the departments, the 
executive committee and the ad- 
ministrator. The departments rec- 
ommend what privileges each staff 
member should have in the depart- 
ment for the ensuing year. These 
recommendations are reviewed by 
the executive committee and ap- 
proved or modified. On the basis of 
the recommendations of the execu- 
tive committee, or in those cases 
where a change is involved, on the 
basis of the recommendations of 
the joint advisory committee, the 
board of directors renews appoint- 
ments with specified privileges at 
the beginning of each year. 

These mechanisms result in more 
careful, thorough, meticulous and 
thoughtful practice of medicine on 


the part of the physicians and bet- 


ter medical care for the patients. 


STAFF REACTIONS 


What was the reaction of the 
medical staff when the tissue com- 
mittee was first introduced? The 
reactions were quite similar to ex- 
periences in other hospitals: a few 
members of the medical staff were 
most reluctant to accept the tissue 
committee as a vital part of the 
medical staff organization. 

Since its functions and pur- 
poses were incompletely delineated, 
moreover, the committee found it- 
self in a quandary as to how it 
should cope with staff members 
after reaching decisions. It faced a 
trying period of 16 months. 

Letters were sent to those physi- 
cians who had cases in which the 
committee felt the surgical proce- 
dure was not justified. The letters 
outlined the committee’s reasons 
for deciding that the procedure was 
not justified. Since this procedure 
met with such a deluge of resent- 
ment and consequently failed to 
accomplish its purpose, it was dis- 
continued. It is believed that some 
of the letters now are considered 
collectors’ items. 

An attempt was made by certain 
members of the committee to dis- 
cuss privately with each physician 
the committee’s opinion and rea- 


sons therefore. Personal feelings 


immediately entered into these dis- 
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cussions, and that practice, too, was 
discontinued. 

Another approach was to request 
the physician to present his case at 
a clinical pathological conference 


_or at the monthly meeting of the 


medical staff. This failed to ma- 
terialize, since the conferences were 
held on Tuesdays from 1 to 2 p.m., 
and the staff meetings had been 
previously scheduled by the chair- 
man of the various services. 
During this period, the commit- 
tee continued to work diligently 


and to report their findings fear-~ 


lessly and honestly. Representation 


from the various clinical services | 


has remained the same since the 

inception of the committee, and 
seems highly satisfactory. 

RECENT IMPETUS 

The greatest impetus for the 


existence of tissue committees in 


hospitals during the past three 
years is the continued vigilance of 
the American College of Surgeons 
and the requirements for accredi- 
tation by the Joint Commission on 
Accreditation of Hospitals. 


Through its membership, the | 


hospital standardization program, 
public appeal and press releases, 
the American College of Surgeons 
has fought a relentless battle 
against ghost surgery, fee splitting 
and unnecessary surgery. Even 
though more than 98 per cent of 
the members of the medical pro- 
fession are completely honest and 
above reproach, it is certainly a 
tribute to the leaders of the College 
and other medical societies and 
organizations that they recognize 
and admit that approximately two 
per cent of their profession are 
guilty of ghost surgery and the 
other abuses named, and that they 
have taken steps to correct these 
evils. 

Thus, the tissue committee, 
through its deliberations and deci- 


"The kids just love Dr. Doman!" 


sions, serves as an educational me- 
dium, promotes good medical rec- 
ords and elevates standards of care. 

Hospital administrators must ac- 
tively support and encourage the 
work and educational values of the 
tissue committee as a paramount 
tool of hospital administration. . 
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Notes and Comment 


Label changes on floor containers 


Editors of the American Pro- 
fessional Pharmacist, writing in 
their May 1954 number (p. 450), 
responded to the following query 
by the pharmacist of a 400-bed 
New Jersey hospital: 

- Question: How can we overcome 
having nurses change labels on 
floor containers? 

Answer: The pharmacist should 
consult with the director of nurs- 
ing to establish a nursing depart- 
ment policy that labels can be 
changed only by the pharmacist. 
As one department head to another 
this should not be difficult in the 
interests of patients. If personality 
differences prevent such coopera- 
tion the matter can be referred 
to the administrator or to the 
pharmacy and therapeutics com- 
mittee. The policy is unquestioned 
throughout hospitals in this coun- 
try. The problem in your institu- 
tion maybe at what authoritative 
level it can best be established. ® 
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X-ray Film 


The man who does 


Success, for the most part, is measured in 
terms of the quality and quantity of the work 
done. This applies both to the individual and 


those who work with him. 


This is the reason why most successful 
radiologists are men and women who best 
use the facilities at their command—whose 


best... 


technicians work in close co-operation with 
them, thus making every effort count. 

It is not surprising that Kodak Blue Brand 
X-ray Film and Kodak x-ray chemicals are 
favorites with everyone who uses them, since 
they are made to work together, designed to 
produce dependable radiographs. 


For superior radiographic results, follow this simple rule: 


Use Kodak 
Blue Brand 
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Process in 
Kodak Chemicals 
(LIQUID OR POWDER) 


Order from your x-ray dealer 
EASTMAN KODAK COMPANY, Medical Division, Rochester 4, N.Y. 
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HERES ALWAYS ONE Dest 
buy!” This was the thesis of 
an editorial by Stuart F. Heinritz, 
editor of Purchasing, in a recent 
issue of that publication. Here is 
a useful concept that should be 
kept in mind by every institu- 
tional purchasing agent. Of all the 
products of a particular kind 
available, there is one that rep- 
resents the best for your purposes 
at the lowest price. You may not 
always be able to find it, but you 
should be constantly searching. 

A corollary to the above con- 
cept is—in the words of one di- 
rector of purchases in a large 
industry—‘“a knowledge of ma- 
terials is the first principle of 
purchasing.” The purchasing agent 
should, he believes, always be 
seeking and collecting informa- 
tion about the things he buys— 
specifications, comparative test 
data, service experience, etc. 

One cannot begin to come close 
to that “one best buy” without 
having a vast amount of informa- 
tion about the quality factors in- 
volved in the products one is con- 
sidering. What a hospital pur- 
chasing department can do toward 
checking and testing for this 
quality is the subject of this dis- 
cussion. 

Lack of information about qual- 
ity is no longer a valid excuse for 
not knowing what is best for a 
particular purpose. I dare say 
that today one can find a standard 
of the quality requirements for 
practically every major item pur- 
chased by a hospital. 


Mr. Palmer, a member of the American 
Hospital Association's Committee on Pur- 
chasing, Simplification and Standardiza- 
tion, is research director of the Hospital! 
Bureau of Standards and Supplies. Inc.. 
New York City. He a is lecturer on 
standards of quality of ital supplies 
at Columbia University. This paper was 
delivered by the author to the recent Pur- 
chasing Institute in Chicago. 


DEWEY H. PALMER 


Standards of quality are noth- 
ing more than definitions or de- 
scriptions of a product in terms of 
those factors that it should have 
to perform the function for which 
it was designed. These descrip- 


_ tions or definitions have been pre- 


pared by hundreds of agencies in 
this country, and are available to 
every hospital buyer. 

The American Hospital Associ- 
ation’s Committee on Purchasing, 
Simplification and Standardiza- 
tion, through the cooperation of 
the Commodity Standards Division 
of the Department of Commerce, 
has established standards on many 
institutional supplies. These not 
only cover standards of quality 
but also simplified practice rec- 
ommendations, which every hos- 
pital should be following in its 
purchases. 

Additional standards of quality 
are available from such agencies 
as the American Standards Asso- 
ciation and the American Society 
of Testing Materials. The most 
complete source for quality stand- 
ards is the Federal Specification 
Index, which covers hundreds of 
items used by government agen- 
cies. Many of these standards ap- 
ply directly to hospital supplies 
and equipment. 

From your own experience and 
by studying these standards, you 
will be able to find many ways of 
devising tests that can be per- 
formed in your own hospital. We 
shall be able to outline only a 
few of these tests. 

Too many institutions are neg- 
lecting to take the first funda- 
mental step; that is, checking in- 
coming supplies for quantity, size 
and weight. It would seem to be a 
generally-accepted condition that 


Make your test—then buy the best! 


all supplies, such as_ surgical 
dressings, syringes and needles, 
textile items—anything that you 
buy in large quantities—should 
be carefully counted upon deliv- 
ery. I find, however, that this is 
not so. Some hospitals go on for 
years without discovering that 
they have been short-counted on 
some major item. One hospital 


reported to me recently that it had © 


been short-measured on wax by 
two or three gallons, apparently 
for many years, but had only re- 
cently discovered the fact. Every 
item need not be counted com- 
pletely, but spot checks should be 
made frequently. 


PRODUCT TESTS 
FOOD PRODUCTS 


Fortunately, most foods are 
comparatively easy to purchase 
on a strict quality-standard basis. 
All major food products, includ- 
ing processed and fresh fruits and 
vegetables, dairy products, cereals, 
and fresh and frozen meats, are 
covered by grades established by 
the Department of Agriculture 
and accepted by the Armed Serv- 
ices and used in its specification 
program. The Food and Drug Ad- 
ministration standards for proc- 
essed fruits and vegetables form 
the basis of the manual’ issued by 
the American Hospital Association. 

Every institutional buyer can 
use the testing program of the 
marketing division of the Depart- 
ment of Agriculture. This greatly 
simplifies the food buyer’s prob- 
lem, since he can sample a given 
shipment, submit the samples to 
the government grader and ob- 
tain at a nominal cost an accurate 
report on the grade of the food 
purchased. Better yet, the buyer 


1. Manual of Specifications for Canned 
Fruits and Vegetables. Chicago, American 
Hospital Association, 1947. $2.50. 
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those in charge 
of premature care 
should carefully appraise all 


the available types...” 


“Before purchasing any incubators, 


Only the ISOLETTE provides all these lifesaving features: 


Precisely regulated temperature, humidity and oxygen — 
“The Chapple incubator and isolation unit (The Isolette) 


provides temperature, humidity and oxygen control and 
filtered outside air within a chamber which is kept con- 
stantly closed.”* “This incubator ..:has many advan- 
tages . . . visibility, the maintenance of a constant tem- 
perature and high humidity and the ease of caring for 
the baby without disturbing it or altering the environ- 
mental conditions greatly ...”° 


“excellent mechanical controls"*—‘“The incubator which 
we have found most efficient is the Isolette . . . the 
atmosphere within the unit can be kept at a constant 
temperature and humidity . . . it affords excellent visi- 
bility ... (and) ease of handling the patient. . . 

“By placing the baby in an Isolette ... he can be pro- 
tected from respiratory infections which might be lurk- 
ing in the doctors and nurses who are in attendance.” 


Useful as an isolation unit— “Individual air-conditioned 


incubators in which strict isolation is maintained at all 


the saving of lives.”’ 


“Such incubators are expensive but certainly no more so than 
many another piece of hospital equipment that contributes to 


times may be utilized for either the nonsuspect or the 


- Suspect infants . . . It may even be possible to omit an 


6 


isolation nursery .. . 


Protection from cross-infection by forced air circulation - 
“,.. individual isolation provided by Chapple’s bed pro- 
tected the baby from dangers of cross-infection ;. . the 
infant is surrounded by conditioned fresh air drawn 
directly from outdoors and is further protected from 
all droplet infection . .. We now have four of the old- 
type Chapple beds and eight of the new-type ‘Isoletres’ 
and have at last achieved the ideal for which we aimed.” 


High humidities without temperature variation—“In the 
forced air circulation type of incubator . . . it is possible 
to raise the humidity as high as 95% without varying 
the temperature within the incubator.’”* 


Ice chamber ‘or cooling—".. . it is often overlooked that 
cooling may be equally as important (as warming) . . . 
Incubators @ ith a forced air circulation system can lower 
the temperarure effectively..." 


‘the ISOLETTE 


‘the AIR-CONDITIONED Incubator 


/ AIR-SHIELDS, ANC, 


B.. and Kimbrough. BR. A.: Clinical Obstetrics, Philadelphia, 
J. B. Lippincett Company. 19053, pp. 633, 634. 


2. Hess, J. H.. and t.undeen, Evelyn ( The Premature Infant, ed. 2. 


Philadeitphia, J. B. Lippincett Company, 1949. p. 43 


3. Davie, M. E.. and Sheckler. Catherine E.: Delec’s Obstetrics for 


Nurses, ed. 15. Philadelphia, W. B. Saunders Company, 1951, 
p. 506. 


4. Gross, R. E., and Ferguson, C. C.: Surgery in premature babies: ofS- 


servations from 159 cases, Surg... Gynec. & Obst. 1952. 


5S. Gross, B. Eu The Surgery of Infancy and Childhood, Philadelphia, 


W. B. Saunders Company. 1953. p. 62 


6 Standards and Recormmmendations for Hoepital Care of Newhorn In- 
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can include in this contract with 
the food broker a provision that 
every large delivery be tested and 
certified by an FDA grade cer- 
tificate before payment is made. 
The least that a food buyer can do 
is study the FDA food standards 
and use the quality factors de- 
scribed in judging the food he 
purchases. 
TEXTILE ITEMS 

Most textile fabrics used in hos- 
pitals are described by standards 
that cover thread count, weight 
per square yard, tensile strength 
and shrinkage. All of these fac- 
tors, with the exception of tensile 
strength, can be readily measured 
in a hospital. The shrinkage tests 
require a linen tester or thread 
counter, a good scale and a laun- 


dry department that will codper- 


ate. A good flexible metal ruler is 
handy for measuring dimensions 
of all products. 

Sheets. Standards for sheets are 
covered by American Standards 
Association L4.1-48. Hospitals are 
primarily interested in Type 140, 
which means the sum of the 
thread count in warp and fill 
should be no less than 140 or 
about 68 in the warp and 72 in 
the filling. To determine weight 
per square yard, measure the di- 
mensions of the sheet, weigh it, 
then divide the weight by the 
number of square yards in the 
sheet. 

Unfortunately, tensile strength 
measurements require a special 
machine and standard conditions 
of temperature and humidity. 
Tensile strength represents the 
most important single quality 
factor, and sheets should be sub- 
jected to this test. I suggest that 
you occasionally send a sample to 
either a commercial laboratory or 
the American Institute of Laun- 
dering’, to check this factor. 

Woolen Blankets. The same meas- 
urements for woolen blankets are 
required as for sheets, with an 
additional factor of resiliency. 
Here again, you can make all the 
tests in your hospital except ten- 
sile strength and resiliency. Both 
of these require special apparatus 
available only at commercial test- 
ing laboratories. 

Terry Towels. In addition to the 
tests mentioned previously, the 


2. The American Institute of Laundering. 
Joliet, 


loop yarns in the warp should be 
counted carefully “to determine 
whether the towel is a single-loop 
or double-loop type. Tests have 
shown that single-loop towels are 
likely to be stronger and more 
durable than double-loop towels. 
Pay particular attention to the 
selvage. Look for a wide, closely- 
knit selvage if you want max- 
imum durability. If there is any 
doubt, have the manufacturer 
hem the selvage. 

_All terry towels are described 
by “weight per dozen.’ Be sure 
to measure this factor to see that 
you are not getting a lightweight 
towel. A new standard is being 
prepared by the American Stand- 
ards Association which, if you 


purchase in accordance with it, . 


will give you assurance of obtain- 


ing a strong, durable towel. The 


weight requirement of this new 
standard is 6.65 lbs. per doz. 


22” x 44” towels, or 11.9 oz. per’ 


sq. yd. 

Crinkle Bedspreads. Weight, 
thread count and shrinkage all 
should. be measured. One addi- 
tional factor covered by Fed- 
eral Specification DDD-B-15lb is 
crinkle reinforcement, nothing 
more than several closely-woven 
threads on either side of the 
crinkle. This keeps the crinkle 


from disappearing during use and 


laundering. Wash the spread five 
times—if the crinkle practically 
disappears, return the remainder 
of the shipment. 


SURGICAL DRESSINGS 


I suggest that you borrow the 
last edition of the “United States 
Pharmacopeia” from your phar- 
macist and study the requirements 
for surgical gauze, absorbent cot- 
ton and adhesive plaster. 

Surgical Gauze. Surgical gauze, 
as you know, is used on many 
different items, including sponges, 
laparotomy pads, sanitary pads 
and masks. It is important that 
the purchasing agent know what 


USP requires for purity, weight, 


thread count and absorbency. It 
takes a good chemist to carry out 
purity tests accurately, but the 
other tests can be made readily 
by the purchasing agent. He can 
weigh the gauze, measure the 
thread count and determine 
whether a particular sample is 
absorbent or not. If a yard sample 


of gauze folded into a four-inch 


square and dropped into a panful 
of water at room temperature fails 
to sink in 30 seconds, it should 
not be considered absorbent gauze. 

Absorbent Cotton. A five-gram 
sample of cotton should be sub- 
merged completely in a pan of 
water at room temperature in ten 
seconds. Its total absorbency is 
satisfactory if it retains 25 times 
its weight of water after remov- 
ing and draining for ten seconds. 

Sponges. One can readily com-_ 
pare the absorbency of different 
brands of sponges and those of 
different construction. For ex- 
ample, cotton filamented sponges 
can be compared with all-gauze 
sponges by immersing them in 
water, removing and draining for 
ten seconds, and then determining 
the amount of water they hola. 
In general, we have found fila- 
mented sponges to be 12 to 55 per 
cent more absorbent than all- 
gauze. 

Absorbent Pads. Rate of disper- 
sion and the dispersion patterns 
for different types of absorbent 
pads—combination, sanitary, etc. 
—can be readily determined by 
dropping a given quantity of 
colored liquid (potassium  di- 
chromate is a good dye) onto the 
pad. One should note how fast the 
colored liquid strikes through the 
pad and how far it has traveled 
after a specified length of time. 
Just how satisfactory a water- 
proof backing is can be deter- 
mined by this method. 


RUBBER PRODUCTS 


Unfortunately, there is no sim- 
ple way for the hospital to de-. 
termine the quality of rubber 


used in such products as gloves, 


tubing, syringes and foam-rubber 
mattresses. The rate of deteriora- . 
tion through the action of air, 
light and heat can be measured 
only by standard laboratory 
methods. Tensile strength and 
elasticity must be measured by 
special machines. | 

Careful records of the number 
of sterilizations to which rubber 
gloves are subjected before being 
discarded, however, should indi- 
eate one of two things: 1) 
whether the gloves being pur- 
chased are of good quality; and ~ 
2) whether sterilizing procedures 
are correct. Good rubber gloves 
should last a minimum of ten ster- 
ilizations. With both high-quality 
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..- More and More Hospitals 
| Adopt 
Aloe Contour Breast Pads | 


_ Late last fall, the Aloe Com- 
pany introduced an entirely new 
shaped, absorbent breast pad. 
Now hundreds of hospitals in all 


parts of the country have adopted 
as routine this better way of 


handling the problem of excess 
lactation. 


The experience of Creighton Memo- 
rial St. Joseph’s Hospital, Omaha, 
Nebraska, is an example of the acceptance 
of this remarkably successful product. Mr. 
Francis Bath, Business Manager, writes: 


We believe that St. Joseph’s was 

one of the earliest of the hospitals to use 
this breast pad in the maternity department, 
where it has won favor not only with the 
personnel, but even more among the pa- 
tients. We have had several mothers who 
have taken home as many as six boxes . . |! 


“Sister Mary Corneliana, O.S.F., O.B. 
Supervisor, is enthusiastic about the pad, 
as she finds it much more satisfactory than 
the sponges which were used formerly.” 


This shaped pad was one of those 
_ ideas the need for which had been felt for 
a hundred years or more, but about which 


‘littlke was done. Nurses and supervisors. 


have always known that there must be a 
better way of stemming the flow of excess 
lactation in new mothers than that of 
using irritating gauze sponges, make-shift 
cut pads or lumps of cotton under the bra. 


It takes hours of hospital personnel time 
to “manufacture” such improvised pads, 
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and additional labor time to apply, with 
the results seldom satisfactory. Hospitals 
speedily recognized the obvious advantages 


of a prepared, scientifically designed pad, 


when we introduced it. 


Aloe Takes No Credit for suggesting 
the shaped Breast Pad. Actually a physi- 
cian friend of the Company decided that 
the time for such a pad was long overdue. 
Nature and common sense dictated the 
design. We merely placed the problem of 
production before an experienced manu- 
facturer, with the stipulation that mate- 
rials must be of the finest and that control 
of quality must be rigid. 


The Natural Contour Shape and 
perfect absorbency of Aloe Contour Breast 
Pads are responsible for their instant ac- 
ceptance. Anatomically formed to fit the 
breast with full coverage of nipple, areola 
and a generous adjacent area (3°4 inches 
in diameter), they are unobtrusive in ap- 
pearance and afford complete protection 
to the patients’ clothing. Patients, of 
course, overwhelmingly endorse them. 


The Pads are made of cotton, 
filled with soft, highly absorbent cellulose 
—non-allergenic, non-irritating, helpful in 
preventing retracted and cracked nipples; 
a great aid in applying medication. They 
are packaged one dozen (average daily 
supply per mother) in an attractive carton; 
easy to dispense; Jabor saving; generally 
applied by the mother herself. Easy to 
store. They are disposable and therefore 
eliminate repeat sterilization. Patients usu- 


ally want to purchase an extra supply from’ 


the hospital dispensary for continued use 


at home. 


ALOE COMPANY 


AND SUBSIDIARIES 
1831 Olive Street 


LOS ANGELES « SAN FRANCISCO -« 


SEATTLE 


St. Louis 3, Mo. 


| 


| | 
Among Aloe Contour Breast 
_ Pad users are: 
Ball Memorial Hospital 
Muncie, Indiana 
Centro Asturiano Hospital 
Tampa, Florida 


Creighton Memorial St. Joseph's Hospital 
Omaha, Nebraska 


Good Samaritan Hospital 
Sandusky, Ohio 


Hutchins Memorial Hospital | 
Buford, Georgia 
Lee Memorial Hospital | 
Fort Myers, Florida 
Marymount Hospital, Garfield Heights, Ohio 
McLaren General Hospital 
Flint, Michigan 
Mease Hospital, Dunedin, Florida 
Mercy Hospital, Toledo, Ohio 
Misericordia Hospital 
Milwaukee, Wisconsin 
Munroe Memorial Hospital 
Ocala, Florida 
Ohio Valley General Hospital 
Wheeling, West Virginia 
Passavant Memorial Hospital 
Jacksonville, Illinois 
Roper Hospital 
Charleston, South Carolina 
Self Memorial Hospital | 
Greenwood, South Carolina 
South Carolina Baptist Hospital | 
Columbia, South Carolina 
St. Anthony's Hospital 
St. Louis, Missouri 
St. Joseph's Hospital, Milwaukee, Wisconsin 
St. Joseph's Mercy Hospital 
Pontiac, Michigan 
St. Luke's Hospital 
Kansas City, Missouri 
St. Mary's Hospital, Athens, Georgia 
St. Mary's Hospital 
Kansas City, Missouri 
Tallahassee Memorial Hospital 
Tallahassee, Florida 
Tampa Municipal Hospital 
Tampa, Florida 
The Valley Hospital, West Point, Georgia 
University of Kansas Medical Center 
Kansas City, Kansas 


Winter Haven Hospital 
Winter Haven, Florida 


If you have. not seen the Pad, just jot 
your name on your hospital letterhead 
today. Sample and literature will be sent 
immediately. 


MINNEAPOLIS KANGAS CITY 


NEW ORLEANS « ATLANTA WASHINGTON, D. C. 
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gloves and good sterilizing meth- 
ods, they may last twice that long. 


PAPER GOODS 

Towels. Federal specifications re- 
quire that paper towels must 
withstand a certain tensile 
strength, both wet and dry. Al- 
though you cannot perform this 
test without the tensile testing 
machine, you can tell rather 
quickly if a towel has a very low 
wet strength simply by soaking it 
a few minutes and noting how it 
disintegrates. A comparative ab- 
sorbency test can be prepared 
easily by dropping water from an 
eye dropper on the surface and 
noting how long it takes to dis- 
appear. If the drop takes more 
than 100 seconds to be completely 
absorbed, it is not a good absorb- 
ent towel. Some towels should, 
it seems, be used for disposable 
mattress protectors! 

Toilet Tissue. A drop of water 
should disappear in less than 120 
seconds. If a toilet tissue has no 
strength when wet, don’t buy it. 

Paper for Sterlizing Packs. Paper 
bags are being sold as containers 
for sterilizing materials that are 
totally unsuitable for this purpose. 
If after immersing the bag in 
water for a few minutes the seams 
separate, it will not hold together 
during sterilization. 


SOAPS AND CLEANING COMPOUNDS — 


I feel that these are the most 
difficult items of all those pur- 
chased by hospitals to determine 
as to quality and comparative 
worth. Today, there is such a wide 
variety of ingredients used in 
cleaning compounds and in so 
many possible combinations that 
only a well-controlled detergency 
test can reveal significant differ- 
ences between them. Experts can 
tell a great deal about a com- 
pound by the types and propor- 
tions of its ingredients, but an- 
alyzing a cleaning compound is 
very expensive and one still needs 
an expert to interpret the results. 
There are detergency tests avail- 
able which should be established 
as national standards and used for 
measuring cleaning ability. Min- 
imum standards for cleaning abil- 
ity would soon eliminate the 
useless products. We should all 
work together to see that such 
standards are developed. 

One warning: avoid liquid 


cleaning compounds whenever 
possible. When you do purchase 
them, make sure you know the 
dry soap or detergent content. 
Many liquid compounds today are 
70 to 90 per cent water, and usu- 
ally one pays a lot for the water. 
Moisture content of a product 
can be readily determined by 
placing a weighed sample in a 
petri dish and evaporating it in 


an oven at 105° C. In some cases, © 


you may have difficulty in finding 
what is left. We recently found 
one product that contained 99.6 
per cent water. 

PAINT 

If you can persuade your boss 
painter to run a test on different 
brands of paint, a lot of useful in- 


formation will be obtained. He 


can readily test such properties 
as spreading characteristics, hid- 
ing power, drying time and tend- 
ency to form a skin or cake in the 
container. He can test a white 
paint for off-color. | 

If you are looking for a high- 


quality, durable paint, I suggest 


a washing or scrubbing test. Paint 
several strips two or three inches 
wide on a panel with two coats, 
allow to dry thoroughly, and 
scrub the surface with a moist rag 
with a mild abrasive. The differ- 


ences in washability and resist- . 


ance to abrasion will quickly show 
up. The best paints will withstand 
several hundred strokes while the 
poorest may be worn through in 
a few dozen. In any case, study 
the requirements in Federal Speci- 
fication TT-P-5lb. 


SYRINGES AND NEEDLES 

There is no better device for 
testing medical and surgical items 
like syringes and needles than 
a low-power stereo microscope. 
With a magnification of 30, one 
can readily observe burrs, wire 
edges and metal particles in hypo- 
dermic needles. Scratches, chip- 
ping and poorly-ground syringe 
plungers and barrels will be seen 
readily under the stereo micro- 
scope. 7 

Your pharmacist undoubtedly 
can make the test on syringes for 
solubility in water as described in 
Federal Specification GG-S-92la. 
You can do no better than read 
the specification carefully for de- 
tails of these and other tests. 

With a pan, some water, ice and 
a bunsen burner or hot plate, one 


can readily perform the heat- 
shock test as described in the 


same specification. Incidentally, 
this same test can be used to de- 
termine the heat resistance of 
laboratory glassware, particularly 
test tubes. 


CONDUCTIVE MATERIALS 

Today, it is recognized that 
floors for operating rooms should 
be conductive. Many hospitals 
have purchased a megohmer or 
megger for testing floors period- 
ically against conductivity re- 
quirements of the National Fire 
Protection Association.* This same 
megger can-be used to test all 
kinds of conductive materials- used 
in the operating room, including 
waterproof sheeting, rubber tub- 
ing, casters, shoes and other de- 
vices for grounding personnel or 
equipment. | 

Our tests indicate that there is 
a considerable amount of material 
sold to hospitals as conductive 
that does not meet standard re- 
quirements of conductivity of the 
NFPA. This fact can be readily 
determined by using the megger. 

If you have any doubt about 
whether particular fabric, 
sheeting material or other item 
may have the tendency to develop 
static electricity, rub it with a 
piece of dissimilar material, such 
as wool, and then bring it near 
a light object, ashes, small pieces 
of paper, etc. Note if they are at- 
tracted or repelled by it. If there 
is evidence of static electricity, 
the item should not be used in the 
operating room. 


CONCLUSION 


Only a fraction of the many 
practical test methods that hos- 
pitals can develop and use have 
been indicated in this brief report. 
A careful perusal of specifications 
and standards now available will 
suggest other test methods thaf 
can be readily used. This is a field 
in which the purchasing agent’s 
ingenuity and imagination is par- 


ticularly important. Back ofall of 


this, however, must be a determina- 
tion to know how quality can be 
described and measured and how 
to devise ways and means of 
checking the quality of products 
delivered to the hospital. bd 


3. Recommended Safe Practice for Hos- 
ital Operating Rooms. Bulletin No. 36. 
National Fire Protection Association. 60 
Batterymarch St.. Boston 10. Mass. Re- 
vised May. 1954. 25c. ; 
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betatron shows graphically 
tron (chart courtesy Saskatoon Cancer Clinic). 


Staff win get best research 
and therapeutic results from an 
Allis-Chalmers 24-mev betatron. 
parison with X-ray or radioactive sources 
shows why. You get the highest ratio 
of tumor dose to total body dose with a "*8 | 
betatron. Skin dose is lowest; energy absorp- . 
tion is no greater by bone than by fat or - 
muscle tissue; there is a complete absence of side- . : 
scattered radiation. In addition, direct electron we 
therapy with the betatron provides greatest a 
possible dose at the tumor, with zero exit dose. 


Patient care is easier, his comfort far 2 4 tt 
greater. There is less suffering from radiation sick- 


BETATRON 
electron beam can be used in extremely delicate regions 


without danger of shock. And treatment is simpler — there 
is no need to smear out damaging radiation by rotational means. 


Hospitals equipped with betatrons offer staff and patient 

an unparalleled means for treatment or research. The Allis- 
Chalmers 24-mev betatron has been designed in cooperation with 
medical research. It is within the means of the average hospital. 
It can be operated by present personnel. 

Get more information by calling your nearby Allis-Chalmers 
office or writing Allis-Chalmers, Milwaukee 1, Wisconsin, for preree 
with an experienced betatron engineer. 


ALLIS-CHALMERS 
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Dry or moist hot food 

storage unit (2B-1) 

Monufocturer's Description: Using one- 
piece stainless steel clad walls, 
these new units have the standard 
12” x 20” openings to accommo- 


date any of the food storage pan 
combinations made by this com- 
pany. Each well is individually 
controlled to provide either dry or 
moist uniform heat concentration. 
Two standard sizes are available, 
the one opening and the two open- 
ing. Each of these new units has 
an over-all height of only 10%”. 
Each is equipped with a heating 
element with thermostatic con- 
trol, and each well has an individ- 
ual on-off thermostatically con- 
trolled switch and red pilot light. 


Disposable face masks (2B-2) 

Manufacturer's Description: This dispos- 
able paper mask is designed to af- 
ford maximum protection. It is 
larger in size to assure coverage of 


nose, mouth and chin without 
danger of slipping off. Made of fin- 
est quality extra wet strength pa- 
per that effectively stops the pas- 
sage of breath-borne droplets, it 
still permits free breathing. It may 
be autoclaved. A braided elastic 
head-band holds the mask in place 
without discomfort or irritation. 
The mask is easy to put on and 
remove. 


Page turner (2B-3) 

Manufacturer's Description: A new page 
turner for handicapped persons, 
proved by more than a year of 
actual use, is now available. It will 
handle magazines and books from 
pocket size to the size of Look and 
Life. Only three simple adjust- 
ments on the front of the page 
turner are necessary to remove 
one size magazine and insert an- 
other size. A slight pressure on a 


To learn the names and addresses of manufacturers of products de- 

scribed in this review, simply clip, check the appropriate items on this 

coupon, sign, and mail to the Editorial Department of HOSPITALS, 
18 East Division Street, Chicago 10, Illinois 


/Dry or moist hot food storage 
unit (2B-1) 
Disposable face masks (28-2 
turner (28-3) 
cort (28-4) 
reducing emulsion (28-5) 
specimen receptacle 
(28-6) 
Fiber gloss serving troy (28-7) 
Television telephone (28-8) 
set improvement 
. (2B-9) 


faucet washer screw 
Sterilizing bag with indicator 
_....Booklet: “So You're On A Diet?" 


__...... Two new tools for clearing 


Whirlpool bath device (2B-16) 


(2B-10) 
(2B-11) 


28-12) 
_..Tip-toe splint (2B-13) 


clogged plumbing (2B-!4a) 
._.Two new tools for clearin 

clogged plumbing (28-146) 
Paper examination cape (28-15) 


NAME ond TITLE 


HOSPITAL... 
ADDRESS___ 


(Please type or print in pencil) 


rubber tipped lever, which is at 


‘the end of a flexible cord, turns 


each page by starting a small mo- 
tor that moves an adhesive coated 
arm. The page turner plugs into 
any 110-120 volt 60 cycle power 
supply. It is portable, can be 
placed on any bed table, weighs 
12% lbs. and is approximately 14” 
x 24” in size. The page turner is 
finished in soft green with plated 
moving parts. 


Sanitation cart (2B-4) 
Manufacturer's Description: A two can 
cart with the approximate width 


of a one can cart has recently been 
introduced. Its advantage is that 
it holds twice as much as a one 
can cart yet costs less than twice 
as much. The ball-bearing rubber- 
tired front caster wheel swivels 
to provide short turning radius 
for cramped quarters. Spring 
loaded “J” hooks securely lock 
can to cart yet detach easily when 
removing the can. Rubber tired 
spoke main wheels, paint coated 
galvanized can, and conveniently 
located broom holder are a few of 
the standard features. 


Lint-reducing emulsion (2B-5) 

Manufacturer's Description: Blankets, 
sheets, clothing and _ surgical 
masks, as well as other woolen or 
cotton fabrics can be made lintless, 
dust-free and germ resistant for - 
several month’s duration. By add- 
ing this emulsion to the last rinse 
water in the laundry, prior to dry- 
ing or ironing, the cloth becomes 
sufficiently saturated to allow it 
to be lint-free, germ-resistant and 
dust-free up to six months. With 
over 2,000 test samples among 
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alarmists? 


Thanks to these little fellows, you don’t hear much about pyrogens 

any more. These rabbits work for Abbott. They serve as “alarmists”’ 

for each new batch of L.V. solutions that comes off the line. It’s a — 

simple operation: We inject samples into their marginal ear veins. 

We wait awhile. We watch their temperatures. Any abnormal rise 
_... Out goes the batch. Most solutions pass the test. The point 

is, they have to pass before they can wear the Abbott label. 
Just another reason why Abbott solutions are piu 

always dependable, always uniform, always safe. Obbott 
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various individuals using the 
treated cloths, no cases of toxic 
irritation, sensitivity or allergy 
was reported. 


Female specimen receptacle (2B-6) 
Manufacturer's Description: A female 


specimen receptacle that offers 
many advantages is now available 


for hospital use. To obtain voided 
specimens, this receptacle is hy- 
genic, conserves nurse’s time, is 
convenient for patient, is ideal for 
a “caught” urine specimen, lessens 
embarrassment to patient, is ideal 
for obtaining specimens from chil- 
dren, can be sterilized by boiling 
and is rust proof. It fits commodes 
of different sizes due to aluminum 
telescoping arms. The lipped stain- 
less steel container permits pour- 
ing of contents. It can be hung 
when not in use by opening pro- 
vided in the arm. Weight of the 
unit is 9 oz. It is priced at $10.50. 
A chrome rubber tipped stand to 
retain receptacle for convenient 
laboratory analysis is available 
for a slight additional cost. 


Fiber glass serving tray (2B-7) 
Manufacturer's Description: This tray 
has steel reinforced edges to resist 
edge blows. When stacked, each 


tray rests upon the steel edge of 
the tray beneath it. The bottom of 
one tray cannot rub and damage 
the top surface of the tray below. 
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Virtually no water absorption pre- 
vents staining or discoloration 
even with constant trips through 
dishwashing machines. Created to 
complement the place setting and 
make food much more appetizing, 
the colors are molded into the 
tray, not laminated. In addition to 
the regular tray, a doily tray is 
available in which a snow white 


_ lace design doily is moulded into 


the tray. The doily, set in a light 
cheerful color, is there forever— 
clean and attractive. The trays can 
also be personalized by imprint- 
ing the name, crest, picture, or 
design of the customer. 


Television telephone (2B-8) 

Description: Recently introduced is a 
television receiver attached to a 
telephone. Pick up the receiver 
and your face lights up on half of 
a television screen. On the other 
half is the face of the caller. While 
this unit is still in the experimen- 


tal stage, insofar as hospital appli- 
cation is concerned, it might well 
be applied to the hospital field as 
a nursing station-patient bedside 
communication system, and with 
some modification or adaptation 
might be used in conjunction with 
a push button arrangement. In ad- 
dition, it could be used in such 
sections as the post-operative re- 
covery room. 


Intravenous set improvement (2B-9) 
Manufacturer's Description: This device 
is designed to save time and 
trouble in determining the posi- 
tion of the vein needle for an in- 
travenous infusion. It is located 
between the plastic tubing of each 
set and the needle adapter. If the 
needle is correctly positioned in 
the vein, a gentle squeeze-release 
of resilient rubber brings an in- 
stantaneous “flashback” of blood 
which is clearly seen in the trans- 
lucent nylon needle adapter. This 
unit offers another advantage 


when supplemental medication 


must be added during an infusion. 
No longer is it necessary to 
“thread” a syringe needle into a 
small diameter rubber tubing. The 
adequate size of this tubing and 


its special shoulder make needle 


insertion easy. This improvement 
will become a standard: feature of 
most expendable blood, plasma 
and solution administration sets 
in this company’s line. 


Self-locking faucet washer 

screw (2B-10) 

Manufacturer's Description: A new, pat- 
ented, self-locking faucet washer 
screw that cuts repair time and 
eliminates washer failure caused 
by faulty installation is now avail- 
able. With this screw, a plumber 
or maintenance man does not have 
to waste time selecting one ex- 
actly the right length to “set’’ 
against the bottom of the screw 
hole and avoid destroying the 
washer. Ten sizes of these screws 
do the job of 37 sizes. They are 
made of corrosion-resisting monel 


and have a small nylon plug set 


into the shank. This plug grips the 


RESILIENT NYLON PLUG 
PERMANENTLY EMBEDDED 
IN SCREW THREADS 
LOCKS SCREW FIRMLY 
IN DESIRED POSITION 


faucet spindle threads; the screw 
can’t work loose, won’t ruin the 
washer, yet is easily removed and 
re-usable. 


Sterilizing bag with built-in 

sterilization indicator (2B-1 |) 
Manufacturer's Description: This new 
type bag has a “built-in’’ sterili- 
zation indicator that changes color 
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@ PROLONGED 
1% to 2 hours or more. 


@ WELL TOLERATED 


Little or no fall in blood pressure, low 
incidence of nausea or post-spinal headache. 


anesthesia 
with 
| | : | Supplied as 1% solution (10mg. per cc.) in 


ampuls of 2 cc.; “Niphanoid” powder, 
ampuls of 10 mg., 15 mg. and 20 mg. | 


Also “HEAVY” PONTOCAINE: 
Pontocaine 0.2% in dextrose 6%, ampuls of 2 cc. 
TETRACAINE HYDROCHLORIDE Pontocaine 0.3% in dextrose 6%, ampuls of 5 cc. 


In circulatory emergencies... 


- + . during surgery combat 
hypotension with 
NEO-SYNEPHRINE ® HYDROCHLORIDE 


BRAND OF PHENYLEPHRINE HYDROCHLORIDE 
1% Parenteral Solution ...1 cc. ampuls and 5 cc. vials. 


Pontoceine and Hee-Synephrine, trademarks reg. U.S Pat Off. 
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from white to black only under 
proper sterilizing conditions of 
time, steam and temperature. This 
new feature gives the added as- 
surance that its contents are ster- 
ile. Also, this new bag eliminates 
all doubt and confusion in the 
sterilizing room, in storage and at 
the time of use, as to which needles 
and syringes have been autoclaved 
and which have not. These bags 
are available in 6 inch (2 to 5 cc) 
8 inch (10 to 20 cc) and 10 inch 
(20 to 30 cc) sizes. 


Booklet: "So You're on a Diet?" 
(2B-1 2) 

Manufacturer's Description: This is a 
booklet for persons on diabetic, 
low-sodium, or low-calorie diets. 
For each type of diet, there is a 
master menu for those who. lunch 
at home, in a restaurant, or who 
carry their lunches. Foods from 
which to plan individual menus 
and recipes are listed. The booklet 
also lists a table of available car- 
bohydrates, calories, and sodium 
in many foods that are canned 
without added salt or sugar. There 
is a brief and useful bibliography, 
and a fine index. Available with- 
out charge. 


Tip-toe splint (2B-13) 
Manufacturer's Description: Correction 
‘of the tendency of severe flexion 


contracture of the ankles in the 
newborn which frequently leads 
to development of calcaneal valgus 
deformity and pronated feet can 
be accomplished by use of this new 
splint. This extension splint can 
be bandaged in the position of cor- 
rection and can be removed for 
bathing and exercise. The splints 
are inexpensive and immediately 
available. 


Two new tools for clearing 

clogged 

(2B-14a) 

Manufocturer's Description: A new drain 
rodding tool does a quick job of 
clearing clogged plumbing with 
professional efficiency, yet is sim- 
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ple to operate. The tool may be 
used for unclogging sinks, floor 
drains, bathtubs, urinals and toi- 
lets. It is designed to reach around 
an unlimited number of 90 degree 
bends and for getting at the fur- 


thest troublespot. It is operated 


by merely inserting the patented 
cutter head and reaming coil into 
the drain and turning the crank 
handle. The reaming coil consists 
of 15 feet of %4” diameter treated 
Swedish steel. The rod container 
is made of spun steel. Gears are 
long-wearing castings; the pat- 
ented cutter head is brass; the 
tube and set screw are steel and 
the tool housing is solid cast alu- 
minum. The price, $12.95. 


(2B-14b) 

Manufacturer's Description: This hy- 
draulic tool operates on the im- 
pact principle. The sudden release 
of a small slug of highly com- 
pressed air striking a solid water 
column against the stoppage in the 
pipe, delivers a split second im- 
pact which readily clears the most 
stubborn drain blocks. No special 
knowledge is required to operate 
this unit. It services the entire 
drain system of the building — 
from drinking fountains to 6” 


sewers. It is designed as a mainte- 
nance tool for plants or sizeable 
buildings to help decrease plumb- 
ing costs and eliminate delays en- 
countered in calling on outside 
help. 


Paper examination cape (2B-15) 
Monufacturer's Description: A disposable 
examination cape made of a soft, 
fabric-like material is now avail- 
able. The cape is opaque, pleasant 
to the touch and comfortable to 
wear. One size fits all adults and it 
is fastened with a tie string around 
the waist. Use of this low cost dis- 
posable cape saves laundering and 
replacement of cloth gowns and 
sheets. 


Whirlpool bath device (2B-16) 
Manufacturer's Description: A device 
making it possible to convert any 
bathtub or therapy tank into a 
whirlpool bath whenever needed 
is being introduced. The compact 
unit weighs 25 pounds, and puts 
out forty-five gallons of rapidly 
whirling aeriated water per min- 
ute. Being completely portable, it 
does not have to be clamped to 
the tank rim, but can be placed 
wherever desired within the bath- 
tub, hip, or Hubbard Tank to give 
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NEW LOW-COST 
ROOM THERMOSTAT 
SYSTEM FOR 


EXISTING HOSPITALS 


Individual Room Temperature Control now possible... room by room... to fit your budget 


a simple new thermostat system —the Honeywell 
Round —that can be installed in your present hospital 


for as little as $87.50 per room. 


Start right away with the Honeywell Round —have it 
installed in any heating ‘trouble spots’ -you may have. 
Then, as your budget permits, you can have it installed 
room by room throughout your hospital. 


Installation of the Round is-easy . . . you don’t have to 
tear up floors-or walls . . . you don't even have to redecorate. 
Tiny, simple wiring is used with a Honeywell automatic 
radiator valve and a miniature transformer. 


This Honeywell Round System is especially designed for 
existing hospitals. But whether you're modernizing your 
hospital or building a new one, Honeywell has the Hospital 
Thermostat System to suit your particular needs. 


Just call your local Honeywell office for complete informa- 
tion. Or, write to Honeywell, Dept. HO-2-10, 351 East 


Ohio Street, Chicago 11, Illinois. Ask too for your copy of. 


the new booklet ‘Does this happen in your hospital ?”’ 


- The sketch above shows how easily the Honeywell Round 


System can be installed in individual rooms in your hospital. 
The attractive thermostat (1) blends with the wall . . . it’s 
connected to a Honeywell automatic radiator valve (2) and 
a miniature transformer (3) by a tiny wire. It's just as simple 
and economical as it sounds! | 
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The new Honeywell Reand features... 


e An easy-to-read dial. 
Economical installation —no redecorating necessary. 


e Tamper-proof protection — settings and cover can be locked 
in place. 


Sealed, lint- proof mechanism —insures maintenance-free, 
dependable operation. 


¢ Smart appearance — cover can be painted to blend with any 
color scheme. 


e Versatility —can be used with any type heating system or 
window type cooling unit. 


OLE S 


Honeywell 


Hospital Temperature Controls 


112 OFFICES ACROSS THE NATION ‘Hy 
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the most effective treatment. The 
controls have been especially de- 
signed to enable even the handi- 
capped patient to regulate the di- 
rection and force of flow as pre- 
scribed without any strain or bod- 
ily motion—all by pedipulation. 
The unit, which is unconditionally 
approved by Underwriters’ Lab- 


oratories for professional use, has 
no exposed switches or moving 
parts and requires no extraneous 
plumbing or wiring. It produces 
enough heat to maintain a desired 
water temperature for the dura- 
tion of normal treatments. The 
unit is available at approximately 
$258.00. 


Following is a listing of pamph- 
lets on building and planning 
equipment and techniques avail- 
able to hospital personnel free of 
charge. The coupon provided be- 


low should be checked to indicate . 


those titles being requested. The 
manufacturer’s name and address 
then will be sent to those request- 
ing it. 

Aluminum Sliding Glass Doors—Color 
brochure including specifications 
and full size details. (BP-1) 
Sound Control Products—An 
trated design data reference vol- 
ume containing full data on all 
this company’s products in the 
sound control line.- (BP-2) 

Mills Metal Compartment Catalog— 
Gives full information and speci- 
fications on toilet compartments, 
shower and dressing rooms, shower 
units and hospital cubicles. (BP-3) 


Foamglas—The Long-Life, Stay-dry 
Insulation, For Industrial, Commer- 
cial, and Public Buildings—Lists 
condensed specifications for the 
application of Foamglas in walls, 
ceilings, floors, roofs, . perimeters 
and in low temperature space in- 
sulation. (BP-4) 

Jamison Cold Storage Refrigerator 
Insulated Doors—(BP-5) 


Jamison Lo-Temp Doors—(BP-6) 
Series “50” Jamison Doors—(BP-7) 
Jamison Standard Cooler and Freezer 
Doors—(BP-8) [Illustrated  bro- 
chures with specifications and de- 
sign features. 

For Greater Security and Greater Pro- 
fits in Plastering—Information on 
construction techniques using the 
plastering machine. (BP-9) 
Standard Specifications for V ermicu- 
lite Plastering and for Vermiculite 
Acoustical Plastic—Revised specifi- 
cations in line with latest require- 
ment of the ASA Specifications for 
gypsum plastering. (BP-10) 
Further Proof That Marble Costs Less, 
Wears Better, and Lasts Longer—An 
illustrated brochure with case his- 
tories giving materials and con- 
struction cost percentage-wise for 
16 well known buildings. (BP-11) 
Shaw Panel Baseboard Radiators— 
Catalog showing lengths and rat- 
ing, design and construction fea- 
tures, assembly and other infor- 
mation. (BP-12) 

Now and for the Future—Falman Gran- 
olithic Concrete Floors—This book- 
let describes the company’s ab- 
sorption process method of instal- 
lation, materials selection and the 
advantages of heavy-duty con- 
crete floors. (BP-13) 


To learn the names and addresses of manufacturers offering the pam- 
— described in this review, simply check the appropriate items 
, sign, and mail to the Editorial Department, HOSPITALS, 

18 East Division Street, Chicago 10, Illinois 


 BP.3 
BP-13 


_BP-18 
BP.20 BP.27 
_.BP-22 


ADDRESS... 


{Please type or print in pencil) 


Package Unit Steam Generators— 
Bulletin PGS-1—Brochure covering 
design and construction details, 
capacities, dimensions and weights. 
(BP-14) 
The Granelite Story—A discussion 
of a louver diffuser with details © 
on construction and performance 
and other engineering facts. (BP-- 
15) 

Piping for Permanence—A _ presen- 
tation of corrosion fundamentals 
of plumbing and heating. (BP- 


16) 


Which Floor Goes Where in Com- 
mercial Areas—(BP-17) 

Goldseal Installation Speci fications— 
(BP-18) 


Modern Operating Control 


Rooms 


Statice Electricity-E22—(BP-19) 
Gold Seal Vinyl Inlaids, Inlaid Lino- 


leum—(BP-20) 

Gold Seal Tile Products—(BP-21) 
General catalogs fully illustrated. 
Trane Products-Bulletin PB-290——A 
general catalog on heating, ven- 
tilating, air conditioning and heat 


‘transfer equipment. (BP-22) 


Metropolitan Ceramic Glazed Struc- 
tural Facing Tile—Construction de- 
tails and estimating data are fea- 
tured in this brochure including 
detailed wall drawings, light re- 
flection values and color selection 
chart. (BP-23) 

Paracoil Heat Exchangers—Bulletin 
1000—Full technical description 
of these heat exchangers accom- 
pany each of the more than fifty 
illustrations. (BP-24) 
Hydrotherm—Discusses and _ illus- 
trates the applications of high- 
temperature high-pressure water 
in distributing heat to large area 
installations. (BP-25) 
Architectural Woodwork—Cabinet 
Work—An eight page brochure il- 
lustrated with photographs, ar- 
chitectural details and _ tables. 
Specification notes are also in-- 
cluded. (BP-26) 

New Ideas on Panel-Wall Window Ar- 
rangements—Catalog of aluminum 
projected windows and projected 
ribbon windows. Construction de- 
tails and specifications are in- 
cluded. (BP-27) 

Vermiculite-Loose Fill Building Insu- 
lation——(BP-28) 

Versatile Vermiculite in Modern In- 
dustry—(BP-29) Two pamphlets 
on the sizes and uses of vermicu- 
lite, and the properties of this ma- 
terial and how it is installed. 
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Elman! and others have shown that the use of Amigen enables 
the patient to progress more rapidly to an oral diet than the use 
of carbohydrate and electrolyte solutions containing no source 


of protein. Amigen hastens recovery by assuring the vital 
function of protein in healing and repair, even in the presence WY IS 


of caloric deficit.2 
Q Gen solittions 


@ contain Levugen, dextrose or alcohol for basic needs. The 
superior protein-sparing action of Levugen*® suggests a par- 
ticular value of the combination, Amigen 5%, Levugen 10%. < ee A 


-@ supply all essential electrolytes including potassium for the 
utilization of protein and phosphorus for the phosphoryla- 
tion of carbohydrate. | 


@ are sterilized by Seitz filtration rather than by heating; : 
stability and the growth-promoting quality of Amigen are Thal 
For varying protein and caloric needs, the following Amigen A Vi : G - N 
solutions are available: 
Amigen 5%, Levugen 10% 


Amigen 5%, Dextrose 5% 
Amigen 5%. Dextrose 5% and Alcohol 5% ploneer protein hydrolysate 


Amigen 34%, Dextrose 34% 
jin Lactated Ringer's Solution 


thus unimpaired. 


References? () Elman, R.: J.A.M.A, 128: 689-664 Wune 30) 1945. (2) Rhoads, J. E.: Protein Nutrition 
in Surgical Patents, Surg., Gynec. & Obst. 94: 417, 1962. (3) Elman, R., et al.: Ann. Surg. 136: 636, 1962. 


TAKE ADVANTAGE OF MEAD'S COMPLETE PARENTERAL LINE 


Amigen Levugen Special Standard Parenteral , Biood 
(protein) & Dextrose Electrolyte Electrolyte Solution Flasks and 
Solutions - Solutions Solutions ‘ Solutions Equipment Equipment 


AVAILABLE TO YOUR HOSPITAL FROM CONVENIENTLY LOCATED MEAD WAREHOUSES 
MEAD JOHNSON & COMPANY © EVANSVILLE, INDIANA, 
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Vou'll be surprised at these figures | 


Thanks to the thrift of employed Americans and 
the cooperation of 45,000 companies which have 
enrolled more than 8,000,000 men and women in 
the Payroll Savings Plan— 


@ Sales of E and H Bonds (H Bond is the current-income 
companion piece of the E Bond, sold only to individuals 
and purchased in larger denominations by executives) in 
1954 totaled $4.9 billion, a new peacetime record. 


@ Sales in 1954 exceeded all redemptions in that year of 
matured E Bonds and unmatured E and H Bonds by more 
than $400 million—the highest net amount since 1949, 


@ Cash value of E and H Bonds outstanding reached a new 
record high of $38.2 billion, a gain of $1.5 billion in 1954. 


@ This $38.2 billion cash holding by individuals represents 
14% of the national debt. Never before has the national 
debt of our country been so widely held. 


These figures, far more effectively than mere words, _ 
tell the story of The Payroll Savings Plan—why it 
is good for America, why it is good for business. If 
you do not have the Plan, or if you have the Plan 
and your employee percentage is less than 50%, 
phone, wire or write to Savings Bond Division, 
U. S. Treasury Department, Washington, D.C. 
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EMPLOYEE TRAINING IS THE YEAST IN THE BREAD 


Management's circuit-breakers are not as direct and 


“NIRCUIT BREAKERS are standard 
+ equipment in all complex 
electrical systems. They are safe- 
ty devices capable of interrupting 
-_ the flow of current under abnormal 
conditions. 

Starting electrical equipment in 
a system that had no circuit break- 
-ers (if we can use our imagina- 
tion) would result in disaster. 


Under normal conditions with cir-— 


cuit breakers present and equip- 
ment in good working order, the 
outcome is safe and satisfactory 
operation. If the equipment hap- 
pens to have a short in it, a circuit 
breaker would interrupt the cur- 
rent and no damage would result. 

Dietary departments often need 


“circuit breakers.’”’ They can be — 


applied at control points to pre- 
vent damage that might occur in 
the flow of operations. Unfortu- 
nately, most of the available man- 
agement circuit-breaking methods 
are not as direct and immediate as 
the electrical ones. These methods 
depend upon the human element 
to prevent wasteful and inefficient 
practices. Food department man- 
agers are the human element on 
which functioning at each control 
point depends. 

To illustrate this point, when 
needed amounts of food continue 
to be averestimated, the action 
would take place as shown in chart 
at lower right. 


The points at which controls 
should be placed, and the bases for 
these controls! are: 


1. Orders or requisitions for food 
or supplies— based on standard 
service portions and planned re- 
quirements. 


2. Purchasing—based on careful 


Miss Hartt is an assistant professor in 
the Department of Institution Management, 
School of Home Economics, Purdue Uni- 
versity, West Lafayette, Ind. This article 
is an abstract of iss Hartt's address at 
the AHA Institute on Di Department 
Administration in Chicago, November 29- 
December 3, 1954. 

1. These points of and bases for control 
ANA” "Pond 
recently-pu 
Service 
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immediate as the electrical ones. They depend on the human 


element — properly trained employees at key 
control points to insure smooth, efficient operation. 


SYLVIA M. HARTT 


specifications suitable for the pro- 
posed use. 

3. Receiving—based on careful 
inspection for quality and quan- 
tity and rejection of anything that 
does not come up to specifications. 

4. Storing—protected by controls 
to maintain freshness and quality, 
and to prevent loss. 

5. Pre-preparation and prepara- 
tion—based on knowledge of meth- 
ods gained through training, ex- 
perience and investigation suffi- 
cient to prevent loss of quality and 
quantity from the fresh to the pre- 
pared product and to yield the 
planned number of portions. 

6. Service of food—based on por- 
tion and quality control and en- 
hanced appearance. 

Management control starts with 
an objective scrutiny of the entire 
food department. It is far from 
sufficient to analyze a single phase 
of management and completely 
neglect others. 

While purchasing specifications 
and receipt of quality and quan- 
tity are being guarded, food can 
be wasted by guessing instead of 
accurately determining the needed 


quantities. Analysis of raw food 
costs is completely misleading if 
the disposal is carrying off the 
surplus food that results from un- 
controlled pre-preparation, prepa- 
ration and overpurchase of food. 

All the care in the world ex- 
ercised up to the point of serving 
the food is useless if the food 
reaches the consumer poor in 
quality and unappetizing in ap- 
pearance. To insure the service of 
good food, the food manager needs 
to make a periodic analysis of de- 
partment operations to see that 
none of the circuits are broken and 
that none of them are operating 
below expected efficiency. 

Food and labor comprise the 
major portion of the dietary de-. 
partment’s operating costs with 
food taking the greatest share, but 
labor is rapidly challenging its po- 
sition. Added costs are mainte- 
nance and replacement of equip- 
ment, heat, light, laundry, and 
other supplies and equipment. 

The usually-stated fixed costs 
include rent, depreciation and sal- 
aries. It is generally assumed that 
the controls on these items are 


FOOD ORDERED BY DIETITIAN 
CIRCUIT BROKEN HERE 


DAILY AMOUNT NEEDED 
REQUISIT: By 
DIETITIAN. EXCESS 
STORED 


FOOD RECEIVED 


An Inventory System, Combini 


ao Perpetual and Physical Inventory, Acts 


as a Circuit Breaker to Prevent Overestimating the Amount of Needed Food 
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automatic, and with the exception 
of salaries, the author is in agree- 
ment with that assumption. 


SALARIES 


Because salaries sometimes have 
been called a fixed expense, some 
of the remaining ways that man- 
agement can exercise control over 
payroll and that management 
control can be tested in this mat- 
ter will be discussed. 

The research approach is the 
foundation for the development of 
modern management methods. 
The surveys’ on the ways profes- 
sionally qualified dietitians util- 
izéd their time showed that some 
duties could be well delegated to 
less qualified individuals. The sur- 
veys also showed the ways that 
dietitians are using their profes- 
sional competence. It was encour- 
aging to note that 78 per cent of 
the directors of dietetics surveyed 
reported that they are establishing 
food standards; 44 per cent of them 
are establishing departmental pol- 
icies; and 18 per cent noted they 
are conducting research. These 
studies are only part of the re- 
search approach. 


JOB EVALUATION 


More job evaluations should be 
made to determine whether hos- 
pital dietitians’ salaries are equit- 
able with those of other jobs that 
require comparable responsibility 
and training. In hospital dietary 
departments, dietitians can study 
what they expect of assistant dieti- 
tians and then determine whether 
they are fairly remunerated. It is 
reasonable to predict that such 
studies in each dietary department 
would alter the present work cycle 
and fixed salary costs. 

It has been said*® that the super- 
visor’s job is 85 per cent human 
relations; 10 per cent, administra- 
tion and 5 per cent, technical ac- 
tivities. These facts coupled with 
increasing labor costs make per- 


sonnel management a vital control . 


point. 

The usual accounting procedures 
fail to show the true picture of 
labor costs. How much does it cost 
to interview, train and even to re- 


2. Wright. Marion J.. “Work Sim a 


tion in e Dieta ry Department.” 


IX (August, 1953) 
3. Roser, Foster B.. “Practical Personne! 


Management,” Journal The American 
Association, (January, 


lease a worker? What is a reason- 
able work load for each employee 
in the food department? Is the de- 
partment overstaffed and paying 


too much for each unit, or for some 


units of work? Is it understaffed 
and expecting too much from its 


employees? In two food depart-— 


ments with which I am familiar 
and which both employ women, 
one expects an employee to make 
17 soft pies and 17 fruit pies from 
7 to 11 a.m. In the other depart- 
ment, the baker makes 90 pies in 
six hours. Each of the employees 
has different equipment. The baker 
in the second unit uses a pie dough 
roller. Are the pies of comparable 
quality? Are the work-loads com- 
parable? 

A graduate student at Purdue 


‘University is now studying the 


work-loads of student employees. 
She is using a random ,ratio- 
delay technique to determine why 
there is a consistent variance in 
labor costs in two kitchens that 
serve the same menu to approxi- 
mately the same number of stu- 
dents. Upon completion of the 
study, perhaps there will be some 
answers to guide us in setting 
work-loads in similar situations. 


JOB ANALYSIS 


For the past eight years, each 
student in the foods and nutrition 
and institution management op- 
tions at Purdue has done a job 
analysis of one, fulltime kitchen 
worker or part-time, student em- 
ployee in the cafeteria. Not one 
analysis has failed to show positive 
results. These studies usually re- 
veal that more improvements in 


equipment arrangement, storage or 


other physical factors are needed 
than the mere changing of the 
workers’ methods. 

One. study revealed that the 
leavening agents and seasonings 
used in cakes and cookies were in 
cupboard six feet from the baker. 
There was an identical cupboard 
filled with small counter pans, 
immediately adjacent to the ba- 
ker’s work area. By interchanging 
these, time, effort and cost were 
saved. 

An observation of clearing des- 
serts from the cafeteria counter 
was made. This task took approxi- 
mately ten minutes per day. The 
results of our observation showed 


that by using a cart and following 


a well thought-out plan the em- 
ployee could reduce her distance 
travelled by 283 feet each time she 
cleared the counter, thus there is 
a saving in walking distance of 
more than one and one-half miles 
every 30 days. 

Another study showed the need 
for an additional worker in a 
dish-scraping operation. At the 
same “time a higher table was 
provided to avoid the necessity of 
lifting each tray one and one-half 
feet for a suitable working height 
in the dish-scraping area. A side 
result of this study was that in 
searching for a higher scraping 
table, we discovered that our small 
mixers were mounted on a table 
that made it necessary to lift all 
ingredients uncomfortably high. 
We changed the high mixer table. 
and the low scraping table and 
both problems were solved. Thus 
job analysis can serve as a circuit 
breaker of inefficient work meth- 
ods and poor placement of equip- 
ment. 

Revision of job descriptions, 
analysis of work schedules, prepa- 
ration of new cleaning instructions 
based on observation, and in many 
cases, based on performing the 
task oneself, may break a circuit 
of unsatisfactory methods for care 
of equipment and bring about bet- 
ter results. The cooperation and 
interest of the employees is nec- 
essary to put improved methods 


into effect. 
TOOLS USED 


In the pre-preparation of food, a 
study of the tools used can be re- 
vealing. At Purdue it has been. 
found that the straight hand, vege- 
table peeler is less wasteful than 
a paring knife. Two students ob- 
served the potato-peeling opera-. 


tion. They found that one of our 


valued employees was unthink- 
ingly adjusting her weights by 
carrying the excess potatoes back 
to the storeroom by handsful. 


' She was making unnecessary trips 


to the storeroom and was peeling 
only 12 pounds of potatoes in a 30- 
pound vegetable peeler. 

A study of potato peeling, using 
comparable samples, would deter- 
mine the correct amount to be used 
and the correct peeling time. The 
results may even indicate the de- 
sirability of purchasing potatoes 
that are already peeled. 

Recently, it became illegal in 
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Indiana to feed uncooked food 
waste to pigs. We, therefore, have 


many recently-installed disposals. 


Personally, I wish all disposals 
came equipped with scales to 


weigh the waste and a recording 


device to make a permanent rec- 


ord of it. I am in favor of garbage — 


disposals, but there still is need 
to study their location and use. 

This type of study also is needed 
on many pieces of equipment that 
have been on the market much 
longer than disposals. For example, 
what is the relative holding quality 
of steam and electric hot tables 
during the limited time food is 
kept on them? Have you ever real- 
ly compared them? 


We have an electric hot table in 


a room adjacent to a steam cafe- 
teria counter. After one hour of 
service, we transfer the unsold food 
from the electric hot table to the 
cafeteria. All vegetables are stag- 
ger-cooked in small batches and 
require small counter pans, which 
need frequent replenishing at the 
serving counter. The procedure 


greatly improves the quality of 


these foods when they are served. 
At present, we have not controlled 
the time in both situations so we 
do not know the answer. 


TIME, TEMPERATURE CHECKS 


In the preparation of food, tem- 
perature checks of both ovens and 
refrigerators may break a circuit 
that previously resulted in lowered 
quality. Time, too; is an element 
here. Food held too long in the 
refrigerator loses quality just as 
it does in overcooking. 


STANDARD RECIPES, PORTIONS 


Standardizing recipes with con- 
stant attention to their accurate use 
is one step toward protecting the 
quality of the food served. How 
often do you make a check of the 
weights, measures and methods 
used by the cooks? 

It is important to make a daily 
evaluation of the amounts of food 
prepared and to compare them 
with the used and unused amounts 
of food. Are the recipes adjusted to 
yield the number of servings ac- 
tually required, or do they yield 
50, 100, 200, 300 and upward? 


If 185 servings are usually needed, 
are 200 prepared? Standard por- 
tions, obtained through use of 
portion scales, standard pans, por- 
tion dividers and standard serving 
equipment, help to regulate the 
number of servings actually ob- 
tained from the planned amounts. 

In the preparation areas, it is 
important to post weights and 
quantities to use in filling standard 
sized pans, and the number of 
servings to be served per pan. The 
latter helps to insure the expected 
yield in the serving area. 

A chart showing the standard 
number of servings of each food, 
the utensil to be used to serve it, 
the size and kind of serving dish, 
and the garnish will also help to 
insure the planned yield. One good 
test is to make periodic checks of. 
the size of servings. Measure salad 
servings in measuring cups or dip- 
pers. Inspect desserts and salads 
for variation in size. Use a count- 
ing device to check the number of 
portions served against the number 
of portions prepared. 

Some time ago a study at Purdue 
indicated that serving in the order 


DON 


ese Calls With Ideas 
And Suggestions 


As Well As To Sell 
' He brings information 
as to what's new in our 
field. He is well trained 
and can discuss any 
problem 


EAUPVENT FURNISHINGS - SUPPLIES 


maintenance Ff sanitation meeds may be . . 
DON has them) From french fryers. furniture, floor matting to 

table dinens, tilet tissue—everything required for 
hospitais, restaurants, schools, hotels. «motels 
fountains, diners, campé..<@juick 


clubs, resorts, 


Delivery—Every orde: is shipped the Rs it arrives. Satis- 
faction is Guarami@ed or your money back . 


2201 S$ LA SALLE 
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dal lesman.. 


CHICAGO 16 


you name them— 


. on EVERY item. 


lovely 


Enhance every meal with 
beautiful china by Walker. Many 
attractive patterns are avail- 

able with a choice of colors and 
shapes. Send for information 
and name of your nearest 
Walker dealer. 


THE WALKER CHINA CO. + BEDFORD. OHIO 
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Order for removing servings 
from counter pan 


In dipping all foods, meats, 

vegetables, puddings, etc., proceed 

from lower right hand 

corner of pan in order indicated in this table. 3si7\6\|5 


shown on the accompanying dia- 
gram above not only saved mo- 
tions for the server, but kept the 
food more attractive on the cafe- 
teria counter. 


INSERVICE TRAINING 

Employee training is the yeast 
in the bread. It makes management 
work. It requires careful planning, 
evaluation, reévaluation and often 
retraining. Its whole purpose is 


13 
9 


12; 11 


4\;3;2/1 


to improve quality so that the. 
dietary department will meet the 
patients’ needs. An effective check 
on training in a department would 
include an analysis of how each 


worker learned his job and how 


his original work methods have 
improved. 


Last of all, we should consider 
whether management pays. This 
is an entire subject in itself, but I 


will quote from two articles pub- 
lished on the subject. 

Mary Northrop‘ stated: 

“1. We can afford any amount 
of expenditure of creative imagi- 
nation. . 

2. We can afford any reasonable 
expenditure of managerial time in 
working out a plan. . 

3. We can afford any money ex- 
penditure for capital outlay which 


saves its cost in three years by _ 


saving either on labor or ma- 
terials. ... 
Edith Graham’ has said: “A 
good supervisor can. be worth 
twice his salary if he takes his 
share of responsibility in schedul- 
ing employees, teaching them and 
organizing their work.” 
4. Northrop, Ma and 
bor,” Journal of merican Dietetic 
Association, XXVIII ( Se ens ew 1952), 795. 
5. Graham, Edith. etary Economies 


on Controlled Dollar Spend- 
ing . Hosprrats, XXVII (January, 1953), 


Master Menus for March 


AREFUL evaluation of the menu is an important 
function of the dietary department. The menu’s 
nutritional adequacy and popularity, and the variety 
and control of costs in menu preparation require 
constant vigilance to achieve patient acceptance and 
high quality of dietary care. 

The amounts of food required and labor ie to 
produce and serve meals are based on the planned 
menu. The preparation of food orders, the purchasing 
and receiving of foods, and the scheduling of em- 
ployee work assignments are determined by coordin- 
ating the census figures, the nutritional needs of 
patients and personnel and the menu items. If costs 
are to be controlled, this evaluation is practically a 
continuous activity. 

Records carefully maintained by a dietary clerical 
worker* allow the dietitian or food production sup- 


ervisor to evaluate the menu on a scientific basis... 


Accurate comparision of costs are indeed impossible, 
if actual preparation costs of the various menu items 
are unknown. 

Of all the preparation costs, the dinner meat is 
often referred to as the most expensive item on the 
day’s menu. To counter balance this expense item, 
hospital dietitians have made a special attempt to 
provide less expensive entrees for the luncheon 
and/or supper meal. 

The relative cost of some of the so-called less 
expensive “combination” dishes has been questioned 
in recent years. It has been pointed out that the ever 


*A j description for the dietary clerical work is outlined in 
the eieomtal. Duties and Responsibilities”, published in the 
July 1954 issue of the Journal of The American Dietetic Associa- 
tion. —— Dhetetics of this article are available free of charge by 

, Am Hospital Association. 


18 E. Division “Chicago 10 


rising cost of labor, influenced considerably by the 
shortened employee day and work week, may in reality 
cause the less desirable food items on the menu to 
cost as much or even more than the more desirable 
steak, chop or roast. The “made” luncheon or supper 
dish frequently requires considerably more time to 
prepare and also requires artistic skill to make at- 
tractive and interesting to the patients. 

The Master Menu kits, containing wall cards, trans- 
fer slips, Master Menu Diet Manual and direction for 
using the service, are available to users of the menu. 
The kits are priced at $2 and may be secured by 
writing the Editorial Department of HosprIrA.s. 


Merch 1 26. Stuffed tomato with 

Orange Juice cheese—green 

. Orange juice - 

3. Crisp — cereal or brown si. Baked potato 
granular wheat cereal : 

4. (omit on Celery and radishes 
Normal Diet) 

5. Grilled sausages $1. 

6. Cornmeal muffins— 32. Canned peaches 
sausages 33. Cherry gelatin 


34. Unsweetened pineapple 


broth with lemon chunks 
slice 3 
Crinp crackers bran 


Beef pie with pastry crust 
. Broiled steak 


Parsley potatoes 

Caulifiower polonaise 1. Banana 

Latticed beets 2. Grapefruit juice 

Head lettece salad 3. Farina or bran flakes 

Russian dressing 4. Scrambled 

Lemon milk sherbet with “risp bacon 
strawherry sauce Toast 

&. Lemon milk sherbet 

4 Lemon milk sherbet 


7. Temate boulllon 
. Saltines 
Reast of veal 


. Unsweetened canned pear & 
Grapefruit juice 9. 
10. Roast veal 
22. Cream of chicken soup. ll. Mashed potatoes 
23. Creutens 12. Fluffy potatoes 
24. Canadian bacon— Julienne carrots 
15 


reen Lima beans . Julienne carrots 
25. Cheese souffle—green . Cabbage, apple and raisin 
beans salad 
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YOU NEED? 


One Conveyor Now Gives You 


a Wide Variety of Combinations 


for Your Selective Menus 


@ The top deck arrangements shown here are only a 
few of the many variations possible with the Blickman 
"Selective Menu” Food Conveyor. Eighteen square 
and rectangular insets are furnished in six different 
sizes. Variations in arrangement can be made to suit 
your specific needs simply by inserting the combina- 
tion of insets you require. Your “‘selective menu” 


system can work smoothly and efficiently with this 


medern food conveyor. You can now offer your pa- 


EW, BLICKMAN 


Rownd and rectangular 
wells ore integral pert of 
top — forming continvous, 
crevice-free surfaces. 


ORDINARY CONSTRUCTION 
Wells cre seporcte vwnits 
attoched to top—permitting 
crevices te form where 
edges meet the top deck 


tients a great variety of meats, fish and vegetables, 


always kitchen-fresh and palatable. Two conventional 
round utensils provide for soup and broth. Two 
heated drawers provide for eight additional special 
diets. Blickman-Built food conveyors are made of 
enduring, sanitary stainless steel. It is the only 
standard truck made with a one-piece, crevice-free 
body and sanitary, seamless top deck construction. 
Consult us about your “selective menu’’ problems, , 


SEND FOR ILLUSTRATED BOOK 


explaining merits of the “Selective 
Menu” and describing this and 
other Blickman Food Conveyors. 


man-Built 


Blickm Blickman- 


S. BLICKMAN, INC., 3802 GREGORY yee. ce WEEHAWKEN, N. J. 


See the Catalog of Blickman-Built Food Conveyors in the Hospital Purchasing File. 


FEBRUARY 1955, VOL. 29 


You are welcome to our exhibit at the New England Hospital Assembly, Hancock Room, Hotel Statler, Scns Mass., 
March 28-29-30. 
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0. 


21. 


6. 
7. 
9 


Mayonnainze 
Jelly roll 


. Jelly roll 
. Apricot nectar mold 


Unsweetened canned Royal 
Anne cherries 
Lemonade 


. Cream of mushroom soup 
. Crisp crackers 
. Baked egg on corned beet 


beef patties 
spin 
Broiled. beef patties. 


spinach 


. Potato balls 


Tomato and lettuce salad 
. Tarragon dressing 
. Ambrosita-brown sugar 


cookies 


. Orange sections 
Baked custard 
. Unsweetened grapefruit 


sections 


. Blended citrus fruit 
. Het roll« 


. Tomato juice 

. Tomato juice 

. Puffed rice or rolled wheat 
. Peached 

. Crisp bacon 


Toast 


. Green 


. Vegetable soup 
. Crisp erackers 


Chicken fricassee 
Roast chicken 

New potatoes 

New potatoes 
Green peas 

Pear blush salad 
Cream mayonnaise 
Checolate eclair 


. Chocolate pudding 
. Orange ice 


Orange sections 
Grapefruit juice 


. Seetch barley soup 
. Saltines 
. Pork link sausage—escal- 


loped sweet potatoes— 
crab apples 


. Omelet 
. Broiled lamb chop 
. Baked potato 


Asparagus 


. Tossed lettuce salad 

. Poppy-seed sweet dressing 
. Reyal Anne cherries« 

. Royal Anne cherries 

. Cream pudding 

. Unsweetened canned fruit 


cocktall 


. Cranberry juice 


Bread 


March 4 


1. Orange slices 
2. Orange juice 
Oatmeal or corn flakes 
6 


Seft cooked ex« 


. Crisp bacon 
. Teast 


9. 


= 


Potato soup 

Saltines 

Golden crusted ocean perch 
—tartar sauce 

Brolled ocean perch 

Mashed potatoes 

Riced potatoes 

Green beans 

Green beans 

Perfection salad 

Mayonnaise 

Strawberry whipped 
cream pice 

Strawberry Bavarian 

Raspberry gelatin 

Fresh straw berries 


. Blended citrus juice 


22. 
23. 
. Spaghetti and cheese loaf 


Scallep bisque 
Teast sticks 


with mushroom sauce 


. Cold poached salmon 
. Cold poached salmon 
. Potatd fouMe 

. Sileed beets 

. Asparagus salad 

. Chiffenade dreasing 


Bernt sugar iayer cake 
Canned peeled apricots 


. Pleating island 
. Unsweetened canned 


apricot 


. Grape juice 
Bread 


Merch 5 


SOS 


21. 


Grapefruit 
Grapefruit juice 
Wheat flakes or brown 
granular wheat cereal 
Scrambled 
Grilled sausages 
Raisin toast 


Broth with mushrooms 


Crisp crackers 
Sautéed liver 


. Pan-brolled liver 
. Petatoes au gratin 
. Potato balls 


Stewed tomatoes 


. Spinach with lemon 
. Lettuce wedge 

. French dressing 

. Cherry delight with 


foamy sauce 


. Boston cream pie 
. Cherry sponge 
. Unsweetened canned 


apricots 
Orange juice 


. Cream of asparagus soup 
. Saltines 
. Chicken with hot 


chicken gra 
Chicken with hot 
chicken gravy 


. Hot sliced chicken 

. Baked potato 

. Green pens 

. Cabbage, red apple and 


celery salad 


. Sour cream dressin 
. Profit with: 


erea 


Cashed: fruit in raspberry 


gelatin 


. Choeolate pudding 
. Unsweetened canned fruit 


compote 


Pp 
. Pineapple juice 


March 6 


Horm 


Fresh pineapple cubes 
Blended citrus juice 
Puffed wheat or odtmen! 
Seft cooked exe 
Canadian bacon 

Sweet rolls 


. Vegetable soup 


Saltines 


. Baked ham— 


spiced pe 


Broiled chops 


Whipped potatoes 
Whipped potatoes 
Italian squash 

New beets 

Molded bing cherry salad 
Cream mayonnaise 
Butterscotch sundae 
Butterscotch sundae 


. Orange ice 


Grapefruit sections 
Grapefruit juice 


. Old-fashioned potato soup 
. Crisp erackers 
. Salmon and exe salad— 


shoestring potatoes— 
chilled asparagus 


. Creamed salmon-— 


asparagus 


. Tomato stuffed with 


cottage cheese— 
asparagus 


Baked potato 


. Fresh fruit cup 
. Canned fruit cocktail 
. Cherry and lemon gelatin 


cubes 


. Presh strawberries 
. Apricot nectar 
. Cornbread squares 


Merch 7 


. Chopped spinach 
Teased salad wit 


. Orange juice 
. Orange juice 
. Parina or bran fakes 


Peached 
Bacon 
Teast 


7. Beet and rice bouillon 
Crisp erackers 
Breaded veal cutiet 
Broiled veal chop 
Paprika new potatoes 
New potatoes 
Spinach timbales 


h temnato 


quarters 


. Chef's dressing 

. Peach tapioca 

. Peach tapioca 

. Grape sponge 

. Orange sections with 


sliced banana 
Blended citrus juice 


Cream of corn soup 
. Creutons 


°4. Creole rice and liver— 


watermelon pickle 


. Braised chicken livers 
. Chicken live 


rs and 
mushrooms 


. Fluffy rice 

. Quartered carrots 

. Head lettuce salad 

. Thousand Isiand dressing 
. Frutted raspberry gelatin 


with whipped cream 


. Canned pear in raspberry 


gelatin 


. Raspberry gelatin 
. Unsweetened canned Royal 


Anne cherries 


. Pineapple juice 
. Crispy dinner roll« 


Morch 8 


to 


. Half grapefruit 
. Blended citrus juice 


Wheat fiankes or hominy 
axrits 


. Soft cooked exx 


Bacon 
Coffee cake 


Consomme ala royal 


. Metba teast 
. Reast leg of lamb 
. Roast lamb 


Fluffy mashed potatoes 


. Whipped potatoes 


New peas 


. New peas 
. Pineapple cottage cheese 


salad 
Mayonnaise 


. Mint tee cream with 


chocolate sauce 


Vanilla ice cream with 


chocolate sauce 


. Lemon ice 
. Minted pineapple cup 
. Orange juice 

. Temate juice 


Turkey roll with hot 


turkey gravy 


. Creamed turkey 

. Cold sliced turkey 
. Baked potato 

Green beans 


Raw vegetable and radish 
aniad 


. Prench dressing 
. Baked rhubarh—oatmen! 


cooktes 


. Canned apricots 
. Vanilla 
. Unsweetened canned 


ce cream 


apricots 


. Beef bouillon 
. Brea 


March 9? 


tio~ 


vo 


26. 


. Riced (omit on 


aoe 


. Orange juice 
. Orange juice 


Oatmeal or criap rice 
cereal 

Scrambled ez« 

Bacon 

Cinnamon toast 


Beef bouillon 
Saltines 

Swiss steak or fish 
Broiled cube steak 
Parsley potatoes 


. Potato balis 


Baked acorn squash 
Baked acorn squash 
Head lettuce salad 


. Cucumber dressing 


Sliced oranges—coconut 
cupeake 


. Orange sponge 

. Orange sponge 

. Orange sections 

. Blended citrus juice 


. Cream of mushroom soup 


erackers 


Macaroni salad—cold cuts 


and sliced cheese 


. Casserole of minced lamb 


with potato topping— 
asparagus 

Cold sliced — 
asparagu 


Soft Diet) 


29. Temate slices on 


watercress 


30. Santee dressing : 

31. Warm blueberry cobbier— 
thin cream 

32. Canned pears 

33. Baked custard 

34. Unsweetened canned pear 

35. Apricot nectar 

36. Swedish rye bread 


Merch 10 


Grapefruit juice 
Grapefruit juice 

. Shredded wheat or farina 
Poached egg 

Link sausage 

Corn muffins 


. Chicken noodle soup 
Toasted crackers 
Baked stuffed pork chop 


1 Roast loin of veal 

1 Potatoes au gratin 

1 Parsley potatoes 

1 Wax beans 

1 Wax beans 

1 Beet aspic salad 

1 Mayonnaise 

1 Pineapple whipped cream 
rol 

1 Lime ice 

1 Lime ice 

20. Unsweetened canned 
boysenberries 

21. Orange juice 


22. Old-fashioned Navy bean 


soup 

23. Bread sticks 

24. Meat balis and spaghetti 

25. Baked beef patties 

26. Baked beef patties 

27. Spaghetti with tomato 
puree 

28. Sliced carrots 

29. Mixed green salad 

30. Herb French dressing 

31. Reyal Anne cherries— 
chocolate cookie 

32. Royal Anne cherries 

33. Raspberry rennet-custard 

34. Unsweetened canned Royal 
Anne cherries 

35. Pineapple juice 

36. French bread 


March 11 


Bananas 

Orange juice 

Rolled wheat or corn finkes 
Scrambled ege 

Bacon 

Toast 


Tomato juice 


. Brotled halibut with 

parsiey butter 

. Broiled halibut steak 

Browned paprika potatoes 

. Potato balls 

Fresh asparagus 

Fresh asparagus 

. Cabbage and raisin slaw 

. Sour cream dressing 

Prune cake with orange 
fluff frosting 

. Peach floating island 

. Lemon gelatin cubes 

. Fresh pineapple 

. Essence of celery soup 


22. Cream of spinach soup 

23. Creutons 

24. Tuna pie 

25. Scalloped tuna 

26. Low fat tuna with lemon 
7. Baked potato 

28. New peas 

29. Orange salad 

30. Olive French dressing 

31. Cranberry crisp 

$2. Cranberry whip 

33. Cranberry whip 

34. Unsweetened canned 

plums 
35. Apple juice 
36. Crispy 


March 12 


. Blended citrus juice 

. Blended citrus juice 
rice or oatmeal! 

Soft cooked 

Bacon 

Teast 


Cream of tomato soup 
. Teast sticks 
Corned beef brisket with 
steamed cabbage 
Baked beef patties 
Bolled potatoes 
. Boiled potatoes 
. Sileed beets« 
. Sliced beets 


Mormon 
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NEW MOVIE SHOWS HOW TO SAVE TIME AND 


CUT LABOR COSTS IN PREPARING GRAPEFRUIT 


POR QUANTITY SERVINGS 


low-cost methods and labor-saving gadgets used 


in preparing Florida grapefruit quickly and attractively 
for large-scale consumption. So fully informative is the 


film — with step-by-step demonstrations of the new tech- — 


niques —that you can readily apply ‘he shortcuts de- 


. " scribed to your own mass feeding operations, taking _ 


_ available to interested groups at no charge. so 
your inquiries to — 


“FLORIDA CITRUS COMMISSION LAKEL AND, F 


FLORIDA 


GRAPEFRUIT * CRANGES + TANGERINES 
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~ 
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advantage of the rich nutritional values of Florida — 
grapefruit at lower cost than ever. “Good as Gold” is 


saves time in preparing grapefruit 
halves. 35¢ in coin or 3 for $1.00. Mail orders 
te Florida Grapefruit, Bex $11, Cincinnati, Ohie. 


a 
This twelve-minute full color sound movie demonstrates 
\ 
} 
LORIDA 
a 


Lettuce w e salad 

Thousand nd dressing 

KNhubarb cobbler, whipped 
cream 


. Baked rice custard 
. Mocha sponge 
. Unsweetened canned 


peaches 
. Grapefruit juice 
. Pe 


. Saltines 
Sealleped ham and potatoes 


per pot scup 


. Crisp bacon 

. Baked veal chop 

. Whipped potatoes 

. Chepped spinach 

. Tessed green salad with 

temato wedges 

. Vinmegar-oll 

. Presh fruit cup 

. Canned fruit cocktail 

. Chocolate bavarian 
Fresh fruit cup 

. Orange juice 

. Blueberry muffins 


— 


wee 


7. 


8. 
9. 


. Cheese 


. Grapefrult with straw - 
berry garni« 

. Orange juice 

. Parina or wheat and 
barley kerne!« 

. Peached exe 

. Grilled ham 

. Whole wheat raisin bread 
teast 


and pineapple 
ulee 


Reast chicken 

Roast chicken 

Candied orange 

Parsley potatoes 

. French style green beans 

French style green beans 

Waldorf asnind 

‘ ‘offee lee cream 

Peach half with lemon ice 

Lemon ice 

Unsweetened canned 
applesauce 

Beef bouillon 


. Vegetable soup 


Crisp crackers 


. Grilled cheese sand wich— 


pickle chips 
fondue 
. Cottage cheese 


. Stuffed baked potato 

. New pens 

. Orange and creas salad 
. salad dressing 

. Strawberry chiffen pic 


Grape sponge 


. Vanilla blanc mange 
. Sliced banana with fresh 


strawberries 


. Fruitade 


March 14 


I, 
2. 
3. Corn fakes or hominy grit« 
4. 

5. 
6. 


8, 
9. 


wr 


te 
= 


Bananas 
Blended citrus juice 


Scrambled 
Bacon 
Teast 


French onion soup 

Saltines 

Braised beef roast 

Roast beef 

Francentia potatoes 

Brown rice 

Mashed summer squash 

Mashed summer squash 

Head lettuce salad 

Russian dressing 

Apple crisp 

Lime ice 

Lime ice 

. Uneweetened canned 
loganberries 

. Orange juice 


. Grilled chicken 
. Grilled chicken livers 


. Cream eof pea soup 


. Creutens 
. Mixed gertli—chicken 


livers, link sausages. 
rilled seweet tatecs 
ivers 


Fluffy rice 


Asparagus 
. Temate sala 

. Prench dressing 

. Canned peare—chocelnate 


brownle 

. Canned pears 

. Cherry gelatin with 
custard sauce 


. Uneweetened canned pears 


35. 
36. 


Apricot nectar 
Bread 


March 15 


1. 
2. 
3. 
4. 
5. 


Orange juice 

Orange juice 

Oatmeal or puffed wheat 

Peached 

Bacon 

Hot biscults—atraw berry 
jam 


. Chieken broth with lemon 
lice 


Whele wheat wafers 
Braised liver and onions 


. Brolled calves liver 


Sealloped potatoes 

Cubed potatoes 

Stewed tomatoes 

Chopped spinach 

Apricet and stuffed duic 

Fruit salad dressing 

Cottage pudding with 
lemon sauce 


. Cottage pudding with 


lemon sauce 


é »yped strawberry 


atin 


. Orange slices 
. Blended citrus juice 


. Petate chowder 
. Saltines 
. Meat leaf with creole — 


sauce 


5. Minced beef 

. Cold roast beef 

7. Parsley potatoes 

. Green beans 

. Raw vegetable salnd 
. French dressing 

. Canned Reyal Anne 


cherries 


. Canned Royal Anne 


cherries 


. Baked custard 
. Unsweetened canned 


Royal Anne cherriex 


. Mixed fruit juice 
. Currant muffins 


March 16 


Mam 


be 


. Half grapefruit 
. Grapefruit juice 


Puffed rice or brown 
axranular wheat cereal 


. Seft cooked exc 


Canadian bacon 
Crumb buns 


Consomme 
Crisp crackers 


. Fish or reast lamb 


Fish or roast lamb 

Creamy stuffed baked 
potato 

Baked potato 


. Baked breaded exgpiant 


Latticed beets 

Head lettuce salnd 

Poppy-seed sweet dressing 

Cheocelate souffle 

Lemon souffie 

Lemon ice 

Unsweetened canned fruit 
ocktall 


. Orange juice 


. Cream of tomate soup 
. Melba tenst 
. Chieken and vegetablic 


salad—ripe olives— 
potato chips 


. Creamed chicken— 


asparagus tips 


. Cold sliced chicken— 


asparagus tips 


. Browned rice 
Celery hearts and radinhex 


Canned peaches—raisin- 
les 


drop cook 


. Canned peaches 
. Chocolate rennet-custard 
. Unsweetened canned 


peaches 


. Pineapple juice 
. Rells 


March 17 


8. 


Orange juice 

Orange juice 

Heminy grits or wheat and 
barley kernel« 


. Serambled exe 
. Bacon 
. Ratsin teanst 


Broth Jaliennue 


vegetables 
Saltines 


%. Reast leg of veal 


. Roast leg of veal 
. Mashed 
. Whippe 


tatoes 
potatoes 
Baked acorn squash 
Baked acorn squash 


. Meided pear in lime gelatin 


on watercress 
Mayonnaise 
Pistachio ice cream—_ 

Shamrock cookie 


. Lime ice with Shamrovck 


cookie 


. Lime ice 
. Fresh 
. Grapefr 


uit juice 


. Split pea soup 
. Crisp crackers 
. Ham turnovers with fresh 


vegetable gravy 


. Scrambled eggs 

. Broiled lamb chop 

. Paprika potato balls 

. Spinach with lemon wedge 
. Cabbage, carrot and green 


pepper salnd 


. Seur cream dressing 

. Strawberry floating ixiand 
. Canned fruit cocktail 

. Floating island 

. Unsweetened canned 


apricots 


. Tomato juice 
. Bread 


March 18 


Tomato juice 
Tomato juice 

Bran flakes or farina 
Poached 

Bacon 

Hot cross buns 


~ 


D> 


. Cream of celery soup 
. Toasted crackers 
. Fried secallops—tartar 


sauce 


. Baked ocean perch fillets 
. Petatoes with parsicy 


eream sauce 


. Parsley potatoes 


French green beans 


. French green beans 


Sliced tomato salad 

French dressing 

Cinnamon pear and rice 
compote 


. Cinnamon pear and rice 


compote 


. Cherry gelatin 
. Unsweetened canned pear 


Blended citrus juice 


. Clam chowder 
. Oyster crackers 
. Macaroni and cheese 


casserole with sliced 
stuffed olives 


. Macaroni and cheese 
. Low fat tuna 
. Baked potato (omit on 


Soft Diet) 


. Green pens 

. Presh fruit salad 

. Prench dressi 

. Sptee enke with mocha 


frosting 


. Prune whip 
. Baked custard 
. Unsweetened canned 


prune plums 


4 Fruitade 


Hard rolls 


March 19 


. Blended citrus 
. Blended citrus juice 


Roled wheat or crisp rice 
cereal 


. Serambled 
. Grilled ham 


Cinnamon buns 


Alphabet soup 


Saltines 
turkey short- 


cake 
Hot sliced turkey 
Stuffed baked potato 
Baked potato 
Stewed tomatoes 


. Asparagus tips 


Banana relied in 
mayonnaise with lemon 
Juice and nuts on 
watercress 


Baked fresh rhubarb and 
cookies 


oatmeal! 


. Applesauce and sugar 


wafers 


. Orange rennet-custard 
. Fresh fruit cup. 
. Grapefruit juice 


22. 
23. 


Crisp cracker« 


0. Peppy- 


. Barbecued ham 

. Broiled beef patties 
. Broiled beef patties 
. Riced potatoes 

. Quartered carrots 

. Head lettuce salad 


burgers 


French 
dressing 


. Peach, banana and walnuts 


in raspberry gelatin, 
whipped cream 


. Peach and banana gelatin 
. Raspberry gelatin with 


custard sauce 


. Unsweetened canned bing 


cherries 


. Apple juice 
. Bread 


March 20 


. Half grapefruit 
. Grapefruit juice 
. Corn flakes or brown 


granular wheat cereal 


. Seft cooked 


Link sausage 
Toast 


. Gingerale with orange 


sher 


Roast rib of beef 


. Roast rib of beef 


Mashed potatoes 
Riced potatoes 


. Green peas 
. Green peas 


Avocado, orange and nut 
salad 

French dressing 

Lemon chiffon pie 


. Lemon chiffon pudding 
. Lemon sponge 

. Fresh pineapple cubes 
. Consomme 


. Spring vegetable soup 
. Saltines 
. Ham timbale with cheese 


sauce 
. Creamed chicken on toast 
. Cold sliced chicken 
. Fluffy rice 
. Jullenne beets 
. Celery hearts 


. Fresh strawberry sundae 


Vanilla ice cream 


. Fresh strawberries 
. Fruitade 


_ March 21 


. Temate juice 
. Tomato juice 


Oatmeal or wheat finkes 


. Peached exe 


Bacon 
Toast 


Beef bouillon 


Whole wheat wafers 
Baked veal chop—spiced 
ecrabapple 


. Baked veal chop 


Noodles au sratin 
Noodles 
Carrots in sweet sauce 


. Sliced carrots 
. Remaine and endive salnd 


Chiffonade dressing 
Peppermint tapioca 
pudding 


. Tapioca cream pudding 
. Lemon ice 
Unsweetened canned 


apricots 


. Orange juice 


.. Cream of mushroom soup 
. Melba toast 
. Old-fashioned beef stew 
. Beef cubes and noodles 
. Broiled cubed steak— 


baked potato 


. Green beans 
. Shredded green and red 


cabbage salad 


. Soeur cream dressing 
. Reyal Anne cherries— 


oatmeal cookies 


. Roval Anne cherries 
. Baked caramel custard 
. Unsweetened canned 


Royal Anne cherries 


. Mixed fruit juice 
. Peean rolls 


. Bananas 
. Blended citrus juice 


Pueffed rice or rolled whent 
Scrambled exx 
Bacon 
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Kitchen Costs 
with TOLEDO 


a FOOD WASTE 
DISPOSER 


... easily installed... 
food waste is shred- 
ded and flushed away. 


< COMBINATION 
DISHWASHER 
WITH CONVEYOR 
PRE-WASH 


Saves time, pro- 
vides maximum effi- 
ciency. | 


A gain—Toledos get the call for modern labor-saving dishwashing and food waste 
disposal—to reduce kitchen costs! This new Toledo Dishwasher combines in a single, 
dual-speed automatic machine a new, efficient conveyor Pre-Wash along with perform- 
ance-proved Toledo wash and rinse operations. Conveyor carries dishes through pre- 


wash, wash and rinse. 
Fast, easy, sanitary disposal of food waste is obtained with the new Toledo Disposer 

_ which has Reverso-CLEAN Action . . . self-cleaning, as shredder reverses automatically 
_—* on each use, or under extra load. Check your needs. . . control costs with Toledo's com- 
plete selection of Dishwashers and Food Machines for all restaurant and institu- 
tional requirements. Send for bulletin 100-). 


TOLEDO SCALE COMPANY 


Rochester Division 
245 Hollenbeck St., Rochester, N. Y. 


SEAL OF 
APPROVAL 
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SAWS 
CHOPPERS 
SLICER 


6..Bran muffins 


7. Cream of celery soup 

. sticks 

Baked ham with cranberry 
pple sauce 

. Broiled beef patties 

Baked potatoe 

Baked potato 

. Breoeecoli with hollandaine 

sauce 

. Bpinach 

| eslery curls 

; Plantation peach shortcake 

Baked custard 

. Lime gelatin cubes 

. Unsweetened sliced 
peaches 


22. Chicken noodle soup 

23. Saltines 

24. Creole rice and liver 

25. Sweetbread souffle 

Brolled sweetbreads 

‘. 

28. Aspareges 

29. Temateo salad 

50. Prench dressing 

51. Lemon sherbet— 
sugar cookies 

42. Peach half with lemon 
sherbet 

32. Lemon sherbet 

34. Fresh pineapple 

35. Orange juice 

56. Bread 


Wo 


March 23 


. Orange juice 

. Orange juice 

Farina or shredded 
. Peached ex« 

. Bacon 


. Green eplit pea soup 

Melba toast 

Chicken pie or brotled fish 

Hot sliced chicken 

. Candied sweet potatoes 

Parsley potatoes 

Wax benns 

Wax beans 

. Cabbage siaw 

Sour cream dressing 

. Cherry delight foumy 
sauce 

&. Vanilla pudding 

Cherry sponge 

0. Apple 

1. Blended citrus juice 


22. Reef broth with rice 

23. Veasted crackers 

24. Baked cheese sandwiches 
—watermelion pickle 

25. Baked cheese sandwich 

26. Broiled beef pattie— 
noodles 

28. Sliced beets 

29. Head lettuce salad 

30. Creole dressing 

51. Ambrosta 

$2. Canned fruit cocktail 

33. Vanilla pudding 

34. Orange slices 

35. Grape juice 

36. Oatmeal roli« 


March 24 


1. Grapefruit half 
2. Pineapple juice 
3. Ortep rice cereal or rolled 
wheat 
4. Seft cooked exa« 
5. Link sausage 
6. Coffee cake 
7. Chieken breth with 
chopped parsicy 


8. Saltines 
9. leg of lamb—mint 
jelly 


160. Roast leg of lamb 

ll. Ovwen-brewned potatoes 

12. Rice potatoes 

13. carrots 

4. Julienne carrots 

5. Jelitted erange—arapefruit 
—avecadeo sain 

16. Cream mayonnaise 

17. Peppermint «tick tice cream 

18. Vanilla ice cream 

19. Lemon ice 

20. Uneweetened canned fruit 
cocktall 

21. Orange juice 

33. pea soup 

23. Crtep crackers 

24. Cold apiced smoked tenguc, 
new potatoes in cream 


25. Baked veal bird 

26. Baked veal chop 

27. Potato balls 

28. Chepped spinach 

29. Pear and stuffed date salad 

30. Fruit salad dressing 

31. Fresh rhubarb snow 
pudding 

32. Snow pudding 

33. Snow pudding 

34. Unsweetened pineapple 
chunks 

35. Tomato juice 

36. Crusty rolls 


Merch 25 


1. Grapefruit juice 

2. Grapefruit juice : 

3. Oatmeal or puffed wheat 
4. Seramblied exc 

5. Bacon 

6. Tenst 

7. Cream of tomate soup 

&. Croutons 

9. Salmon loaf 


1. Sealleped potatoes 

2. Cubed potatoes 

4. Green peas 

4. Green peas 

5. Cabbage, pineapple and 
marshmallow salad 

6. Mayonnaise 

7. Cheeolate coconut layer 
cake 

&. Canned pears with sugar 
wafers 

9. Cherry and lime gelatin 
cubes 

20. Unsweetened canned 

apricots 
21. Blended citrus juice 


ty Julienne vegetable soup 

24. Creamed fresh mushrooms 
on toast—s«piced peach 

25. Plain omelet 

26. Sliced chicken 

27. Baked potato 

28. Green beans 

29. Orange and cress salad 

30. French dressing 

31. Raspberry sherbet— 
vanilla wafers 

32. Raspberry ice 

33. Raspberry sherbet 

34. Unsweetened canned pears 

35. Pineapple juice 

36. Petate rusks 


26 

. Orange halves 

Orange juice 

3. Wheat and baricy kernets« 

or farina 

4. Seft cooked exe 

5. Canadian bacon 

5. Heney buns 


. delliied beef boullion 

Crisp crackers 

Swiss steak 

Brolled cubed flank steak 

Baked petato 

Baked potato 

. Zachinnl squash 

. Bliced beets 

Apricot and raisin aniad 

. French dressing 

Prune crunch 

. Prune whip 

. Grape sponge 

. Unsweetened canned prune 
plums 

21. Grapefruit juice 


22. Mulligatawny soup 

23. Saltines 

24. Ham and spinach souffie 

25. Spinach souffle with egg 
sauce 

26. Broiled liver 

27. Whipped potatoes 

28. Sticeed carrots 

29. Asparagus and pimiento | 
salad 

30. Tarragen French dressing 

51. Gingerbread with sticed 

bananas and whipped 


cream 
32. Sliced bananas in orange 
juice 
33. Vanilla blanc mange 
34. Unsweetened fruit cup 
35. Cranberry juice 
Bread 


Merch 27 
1. Blended citrus juice 
2. Blended citrus juice 
Brewn granular wheat 
cereal or puffed rice 


22. Cream of asparagus soup 
23. Creutons 
24. Serambled eggs—link 
sausages 
25. Scrambled eggs 
26. Cottage cheese 
27. Stuffed baked potato 
28. Green peas 
29. Tossed salad with tomate 
wedges 
30. Vinegar-oll dressing 
31. Fresh pineapple 
32. Sliced banana in raspberry 
gelatin 
33. Raspberry gelatin 
34. Fresh pineapple 
35. Grapefruit juice 
36 ran, honey and nut 
muffins 
March 28 
1. Half grapefruit 
2. Grapefruit juice 
3. Corn flakes or rolled wheat 
4. Seft cooked 
5. Grilled ham 
6. Teast 
7. Vegetable soup 
8. Crisp crackers 
9. Reast loin of pork—beet 
relish 
19. Roast lamb 
ll. New petatoes in cream 
12. Cubed potatoes 
13. Spinach with lemon 
14. Spinach with lemon 
+ Orange Waldorf salad 
17. Blueberry p 
18. Jelly-c baked 
custard 
19. Pineapple whip 
20. Orange sections 
21. Orange juice 
22. ‘Turkey rice soup 
23. Melba toast 
24. Salad 
peach, banana, orange 
and stuffed prune salad 
—assorted sanwdiches 
25. Cheese 
aspara 
26. Broiled ter pattie— 
asparagus 
Baked potato 
29. Carrot sticks and celery 
curls 
30. -————- 
31. Amgel feod with fluffy 
strawberry frosting 
32. Canned peeled apricots— 
sugar cookies 
33. Baked custard 
34. Unsweetened canned 
apricots 
35. Pear and cherry nectar 
Merch 29 
1. Orange juice 
2. Orange juice 
3. Oatmeal or wheat flnkes 
4. Peached exe 
5. Bacon 
6. Teast 
7. Temate okra soup 
&. Teast sticks 
Braised beef roast 
10. Roast beef 
ll. Pimitento petate souffle 
12. Riced potatoes 
13. Brewn buttered egaplant 
slices 
14. Mashed yellow squash 
15. Perfection sal 
16. Mayonnaise 
17. Vanilla ice cream with 
tutti-frutti <auce 
18 Vanilla ice cream with 


on 
eo Diet iet 


. Bacon 


French toast—jelly 


Consomme 
Whole wheat wafers 


. Reast turkey with dry 


dressing 
Roast turkey 
Whipped potatoes 
Whipped potatoes 
Green Lima beans 
Wax beans 
Stuffed pear salad 
French dressing 
Vanilla ice cream 


. Vanilla ice cream 

. Lime ice 

. Fresh strawberries 
. Orange juice 


chocolate sauce 


19. Whipped strawberry 
gelatin 

20. Unsweetened canned 
Royal Anne cherries 

21: Grapefruit juice 


22. Lentil soup 

23. Saltines 

24. Turkey mushroom scallop 

25. Baked turkey and noodles 

26. Hot sliced turkey 

27. Baked noodles (omit on 
Soft Diet) 

28. Green peas 

29. Grapefruit and red apple 
salad 

30. French dressing 

31. Cream puff 

32. Chilled canned pear with 
thin custard sauce 

33. Cream pudding 

34. Unsweetened canned pear 

35. Grape juice 

36. Bread 


March 30 


l. Grapefruit half 

2. Grapefruit juice 

3. Bran flakes or hominy grits 

4. Serambled 

5. Link sausage 

6. Cimnamen breakfast 
muffins 


7. Beef bouillon 

8. Bread sticks 

9. Liwer leaf or broiled fish 

0. Baked liver 

l. Stuffed baked potato 

2. Stuffed baked potato 

3. Sliced carrots 

4. Sliced carrots 

5. Temato and green pepper 
ring salad 

6. French dressing 

7. Apple cheese crisp 

8. Lemon snow on pear half 
with custard sauce 

9. Lemon snow 

0. Fresh pineapple 

1. Orange juice 


22. Cream of spinarh soup 
23. Crisp crackers 
24. Grilled Canadian bacon— 
creamed new potatoes 
25. Casserole of minced beef 
with fluted potato 
ing 


op 
°26. Broiled cubed flank steak 


27. Riced potatoes (omit on 
Soft Diet) 

28. Whole green beans 

29. Raw vegetable salad bow! 

30. Chef’s dressing 

31. Fresh fruit cup—crumb 
cookies 

32. Canned fruit cocktail 

33. Chocolate rennet-custard | 

34. Unsweetened canned fruit 
cocktail 

35. Blended citrus juice 

36. Cornbread 


Merch 31 


1. Bananas 

2. Apricot nectar 

3. Brown granular wheat 
cereal or corn flakes 

. Peached 

. Grilled ham 

. Teast 


Grapefruit juice 


| 


Chicken a ia king on split 
biscuits 
. Hot sliced chicken 


. Riced potatoes 

Fresh asparagus 

. Fresh asparagus 

Frozen fruit salad 

Cream mayonnaise 

. Beston cream pie 

. Boston cream pie 

. Whipped cherry gelatin 

. Unsweetened canned 
peaches 

21. Beef bouillon 


22. Corn and tomato bisque 

23. Saltines 

24. Hamburcer and macaroni 
casserole 

Brotled beef patties 

26. Broiled beef patties 

27. Baked potato 

28. Green peas 

29. elery hearts and olives 


31. Fruit compote 

32. Canned bing cherries 
33. Vanilla pudding 

34. Diced orange cup 

35. Orange juice 

36. Bleeberry muffins 
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COFFEE DISCOVERY 


Now Packed for Quantity Brewing! 


GLASS-MAKER 
SIZE 


HOTEL RESTAURANT BACK 


FOC 


corres 


HOTEL & RESTAURANT PACK 


Not a powder! Not a grind! But millions of 
tiny ““FLAVOR BUDS” of real coffee...ready to burst 


instantly into that famous Good-to-the-Last-Drop flavor! 


this entirely new kind of coffee gives you @ Uniform cup quality—ends “in-and-out” batches! 


all these advantages: 


@ 10% greater yield per pound-equivalent pack! 
e@ Cuts brewing time and labor costs 75%! 


@ No more “staling” problems—saves storage space! 
e No more coffee grounds— makes cleaning a cinch! 
e@ No more urn bags, upper bowls, rings or filters! 


_@ Any worker, trained or not, can brew it perfectly! @ Canbe brewed in small batches anywhere, anytime! 
| See your Maxwell House Man today, or write: Maxwell House Div., H&R Dept., Hoboken, N. J. 
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MANAGEMENT, LABOR AND PAYMENT OF HOSPITAL CARE 


MANAGEMENT AND UNION HEALTH AND 
MEDICAL PropLeMs. Margaret C. 
Klem and Margaret F. McKiever. 
Public Health Service Publication 
No. 329, Washington, D. C., Gov- 
ernment Printing Office, 1953. $1. 
This publication reveals the 

story of the revolution in hospital 
financing that has occurred, for the 
most part, since the close of World 
War II. In a quick and accurate 
manner it explains the part that 
employers and unions, largely un- 
der contracts obtained through col- 
lective bargaining, have played in 
this revolution. 

What is most important in this 
report is that the Public Health 
Service, in bringing together the 
story of the birth and growth of 
voluntary prepaid hospital-medical 
plans, has brought to our atten- 
tion that the social and economic 
revolution in hospital financing is 
only now beginning to be felt. 
Basic facts underlying this revolu- 
tion are revealed. Facts needed for 
analysis and planning are found in 
the report. It is impossible to spend 
a few hours with this publication 
and not be aware of the future 
impact of labor-management con- 
tracts for hospital benefits on hos- 
pital planning and operation. 

By projecting into the next 
decade the events that have un- 
folded in the past seven years it is 


a certainty that both industry and | 


unions are going to be increasingly 
more concerned with the factors 
affecting the cost of prepaid hos- 
pital care. Almost no union-nego- 
tiated labor contract today is with- 
out inclusion of hospital-medical 
benefits. 

The trend is toward larger con- 
tributions from employers and also 
toward a higher level and broader 
range of benefits. In some indus- 
trial areas, more than 80 per cent 
of all employed persons and their 
dependents have hospital protec- 
tion which is made available by 
the employer. 

This publication reveals that, 
in general, those persons who are 


self-employed, rural workers or 
employed by concerns hiring only 
a few persons tend to be the groups 
without adequate protection. In the 
rapid growth of prepayment the 
population groups easiest to reach 
have been the first to be covered. 
The long-range validity of volun- 
tary prepayment will be tested in 
the next few years by the extent to 
which the 35 to 40 per cent of all 
gainfully employed persons and 
their dependents not now protected 
are reached. 

A major part of this report is a 
detailed factual review of 11 rep- 


‘resentative hospital-medical pro- 


grams operated directly by unions. 
Those selected for study character- 
ize recent developments by some 
unions to establish new programs 
or extend existing programs. They 
also demonstrate the extent of 
labor’s investment in funds, in 
planning and in administration of 
union-operated hospital-type facil- 
ities. The report stresses the em- 


phasis of union groups on service- 


type, rather than indemnity-type, 
hospital benefits—HARRY BECKER. 


Nursing Saga 


THe Jouns Hopkins HospitaL SCHOOL 
or NursiInc 1889-1949. Ethel Johns 
and Blanche Pfefferkorn. Balti- 
more, Johns Hopkins Press, 1954. 
416 p. $4.50. 

Here is a book that goes far be- 
yond the recording of historical 
data concerning one school of 
nursing. It is a history of contem- 
porary nursing as lived by the 
Johns Hopkins Hospital School 
of Nursing. It is about people in- 


- fluential in setting the pattern for 


nursing and nursing education as 
it is known today, people whose 
wisdom is sought and cherished. 

The book is divided into two 
parts. The first, written by Miss 


Johns, covers the period from 


1867 to 1907, the exciting years of 
planning and opening the school 
and extended through the admin- 
istrations of Miss Isabel Hampton 


and Miss M. Adelaide Nutting. 
The second part, written by Miss 
Pfefferkorn, covers the years from 
1907 to 1949. Not only has Miss 
Pfefferkorn told about the past, 
but, in a series of chapters under 
the heading of Special Studies, 
she has presented the philosophy, 
the hopes and the goals of the 
school today. 

It is evident that the research 
involved in the preparation of 
this book was prodigious. Both 
authors have relied almost entirely 
upon original documents as their 
sources of information; perhaps 
it is this that is partly responsible 
for the book’s freshness, its ring of 
authenticity and its objectivity. 

The authors give stature to the 
book as a literary. achievement. 
As would be expected, their styles 
differ, but each has the ability to 
make events come alive with poig- 
nant clarity. Aside from its other 
marks of quality, this book is de- 
lightfully good reading.—MARTHA 
JOHNSON, assistant to the director, 
Joint Commission on Accredita- 
tion of Hospitals. Miss Johnson is 
former assistant director of nurs- 
ing in charge of the Outpatient 
Department at Johns Hopkins 
Hospital, Baltimore. 

Essay collection 
Our NATIONAL ILL HEALTH SERVICE. 
Surgeon Vice-Admiral (Ret.), Sir 


Shelton F. Dudley, M.D. London, 
Watts & Co., 1953. 225 p. $2.10 


This book is not, as its title 
might suggest, a critique of Great 
Britain’s National Health Service. 
It is a collection of essays on pre- 
ventive medicine and the difficul-. 
ties of convincing administrators 
of its value. 

It is full of overstatements and 
statements without evidence, but 
it is an entertaining piece of 
polemic. A good example of the 
literary style is this: “... . for, until 
World War II started, milk, ... 
practically a culture of tubercle 
bacilli, was freely marketed in 
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and 
for your tursery 
the PRESCO 


The PRESCO DISPOSABLE BASSINET has a tremendous 
appeal to parents. They appreciate its utility value 
and cherish it as a memento of a glorious experience. 


something 


Equally important, they remember the hospital or 
whose thoughtfulness makes it possible. ae a 
Why not be the first in your community — 


to provide it? 


4 


Beautiful, 


practical, 
Place each new-born infant in his own, individual bassinet. and more than poys its wey! 
When it’s time for the outgoing trip, you'll sce extra big 
smiles as proud parents carry their prodigy home Flute-wood stock. Beautifully coated 
.. Still in his own bassinet. in white finish. 
Nurses’ smiles are extra big, too: For there’s no bassinet scrub-up 
either bive or pink. 
and disinfecting. There’s no re-use, so there's no work. 
Bassinet is one-piece construction 
Physicians like the DISPOSABLE BASSINET because it helps and delivered flat. Can be folded 


and ossembled in one minute. 


substantially in eliminating cross-infection. 
Requires little storage space. 


Hospital Superintendents are quick to see a twofold advantage Fits most bassinet stands. 
—the DISPOSABLE BASSINET builds tremendous public goodwill, Extremely lightweight yet 
trong. E cleaned. 
the came time provides a exceptionally asily 
fo carton (weight, 30 tbs. per carton | substantial source of additional revenue. — Parents are delighted to pay for 
—<cartons may not be broken); im- their DISPOSABLE BASSINET. 
printed in pink or blue design (please caer Build goodwill at a worthwhile profit! 
specify color or colors desired). ey 
in lots of 18 (1 carton) to 72 (4 cortons) oe Order from any one of these Distributors 
 & $. ALOE COMPANY MEINECKE & COMPANY, INC. 


each, $1.75 (West of Rockies $1.83) 


1831 Olive St., St. Louis 3, Missouri 225 Varick St., New York 14, New York 
each, $1.55 (West of Rockies $1.63) ss AMERICAN HOSPITAL SUPPLY WILL ROSS, INC. 
in lots of 234 {13 cartons) or more, - CORPORATION 4285 North Port Washington Road 


each, $1.45 (West of Rockies $1.53) | a 2020 Ridge Ave., Evanston, illincis Milwaukee 12, Wisconsin 
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EXTREMELY STURDY 
VIRTUALLY TIP-PROOF 


We urge you to compare this new PRESCO Screen 
with any other, at any price. It sets new standards in 
design and construction and adds a touch of modern 
beauty wherever it is used, It is ideal where excep- 
tional sturdiness is essential. Its design provides 
unusual stability without space-consuming and 
sometimes hazardous pedestal-type base. 

34" tubular aluminum frame .. . extremely rigid and 
sturdy ...anodized for lifetime service. 

Standard finish for frame is satin aluminum. Frames 
also available in green, rose, blue or gold finish at $5.00 per 
screen extra. 

4-section model weighs only 10 pounds yet extends to 
six feet coverage. 3-section model weighs wot 8 pounds. 

Balanced stabilizing makes this screen virtually tip- 
proof without use of braces or hinges. 

Panels of durable Goodyear Viny! require no launder- 
ing. Easily cleaned with light germicidal solution with- 
out removing from frame. “Snap-out”’ curtain rods 
permit split-second replacement of panels. Panels avail- 
able in pastel blue-gray, rose, green or white. Also colorful 
circus motif for nurseries. 

very 


and $395 


little storage space when not in use. 
4-section Model 


No matter what your screen requirements may be, PRESCO has either 
a 3 or 4-section model to fit your needs, exactly. A wide selection of 
colors for both Vinyl panels and frames. PRESCO'S regulor Feather-Lite 
Screen (shown at right) has practically all the features of the Deluxe 
model described above but has 2" tubular aluminum frame and 


weighs only 44 pounds. 


PRESCO Screens cre moderately priced...as low as $2950 
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BALANCED STABILIZING 
by scientifically weighting 
the lower portion of frame. 
Screen returns to balance 
when subjected to moder- 


BALANCED STABILIZERS | 
| | 
| I + 
PRESCO OFFERS THE MOST COMPLETE LINE OF SCREENS FOR HOSPITAL SERVICE... 


Great Britain, and caused each 


year, without public protest, some 
5,000 fresh cases of preventable 
surgical tuberculosis among Brit- 
ish children. . . . The ‘educated’ 
(sic) Englishman, so pernickety 
about the purity of his bath-water, 
... cheerfully fed his-family on an 
unaesthetic mixture of milk, pus 
and cow dung.” 

The section, “On Debunking,” 
rather saddens me, as it selects 
some worthwhile targets—the lack 
of value of the vast majority of the 
prescriptions issued under the 
N.H.S.; the misplacement of med- 
ical energy in excessive surgical 


or other therapeutic intervention; 


the lack of appreciation of the 
findings of the industrial psychol- 
ogists by those in control of indus- 
trial conditions—but each is given 
only a few words, and very little 


‘evidence is presented. 


“The Preservation of Global 
Health’? opens with an assault on 
the. system of making untrained 
administrators responsible for pol- 
icy decisions, while leaving them 
free to reject the advice of scien- 
tists. This is perhaps the most val- 
uable part of the book, but, again 
it overstates the case. 

This is not the definitive history 
of the preventive medicine move- 
ment, but it can be read in half- 


-an-hour. It has the same sort of 


limitations and value as the Hol- 
lywood film of a great novel.— 
J. A. H. Lee, Department of Public 
Health, London School of Hygiene 
and Tropical Medicine. 


Techniques for TV 


TAKING HOLD or TELEvision. A Guide 
for Health, Welfare and Civic Or- 
ganizations. Roger S. Hall, Nation- 
al Publicity Council for Health and 
Welfare Services. New York, 1954. 
119 p. $2. 


This slight volume is invaluable | 


reading for those who want to take 
the fullest advantage of television 
to tell the hospital story to the 
public. It draws upon the experi- 
ence of many organizations which 


have found that few aspects of 
their programs or promotional ac- 


tivities cannot be shown effective- 
ly on TV. 

Hall points out “how tremen- 
dously more complicated a TV 
production is than radio,” and gen- 
erally much more expensive. He 
warns that commercial stations 
must first of all entertain their 
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audiences, but points out how 
natural “the human-interest ap- 
proach is ... for health and wel- 
fare agency programming.” 

Lest hospitals consider the finan- 
cial difficulties of television to be 


insuperable, he shows that there 


are other resources at their com- 
mand: “. . . staff time and talent, 
if it can be spared; the good will 
and public service of the station; 
the interest and enthusiasm of 
volunteer workers in supplying 
technical help and talent and just 
plain hard work; and your in- 
genuity in doing a thorough pre- 
planning job and in cutting pro- 
duction costs.” He observes that if 
“efficiently planned and produced, 
TV programming provides the 
most effective use of promotion 
and training and education dollars 


yet devised.” 


Hall discusses how to approach 
a television station, what sort of 
programs to aim for, photography 
for slides and filmstrips, motion 
pictures and film clips, scripting, 
budget, talent, rehearsals, station 
organization and personnel, and 
many other vital matters. 

His handy reference book con- 
tains a glossary of television terms 
and an extensive bibliography. It 
covers all the essentials that hos- 
pitals should know to make the 
most of this exciting medium.— 
DANIEL S. SCHECHTER. 


Nursing personnel manual 

is ‘practical new tool’ 

How to Stupy Nursinc ACctTIVITIES 

IN A PATIENT Unit. Public Health 

Service Publication No. 370, De- 

artment of Health Education and 

_ Welfare, Washington, D. C., 1954. 

48 p. 25c. For sale by the Superin- 

tendent of Documents, U. S. Gov- 

ernment Printing Office, Washing- 
ton 25, D. C. 


Hospitals are spending several 
billion dollars a year—far more 
than ever before. They have 
greater responsibilities and are 
serving more patients than at any 
other time. This means that hos- 
pital administrators and nursing 
directors must look closely at all 
phases of management, including 
personnel utilization. Medical 
care and nursing care have be- 
come so complex that special 
thought must be given to seeing 
that the professional nurse has 
enough time to know her patients. 

If many hours of nurses’ time 
are being diverted from their 


purpose and spent in work others 
can do, this trend must be correct- 
ed. The problem is how to con- 
serve professional nursing skills 
for their highest use—and bring 
the nurse back to the patient. 

The first step in solving the 
problem is to analyze it. How 
many non-nursing duties are be- 
ing assigned to nurses? How 
much time are nurses spending 
on unnecessary clerical work, 
housekeeping details and daily 
routines that clerks, nursing aides 
and others can carry on? Are 
some units better organized in 
this regard than others? 

This manual is a practical new 
tool to use in finding specific an- 
swers to these questions. It gives 
a scientific. method of studying all 
activities of nursing personnel in 
a hospital, a method developed 
by the Division of Nursing Re- 
sources over a period of four 


“years and carefully tested in sev- 


eral leading hospitals. Any hos- 
pital, large or small, can use the 
manual, adapting it readily to in- 
dividual needs. | 

I believe hospital administrat- 
ors will find the manual helpful 
in improving hospital manage- 
ment. Their ultimate goal, of 
course, will be to give every pa- 
tient the finest possible care, key- 
ed to the remarkable discoveries 


and ever-improving techniques_ 


of modern medicine. This can be 
accomplished only when the best 
nursing care, as well as the best 
medical skill, is provided.—EpwIn 
L. Crossy, M.D.; foreword to the 
book. 


Standards for psychiatric units 


STANDARDS FOR PSYCHIATRIC HOSPITALS 
AND CLINIcs. Mental Hospital Serv- 
ice of the American Psychiatric 
Association, 1785 Massachusetts 
Ave. N.W., Wasington 6. D. C. 37p. 


Divided into three parts, this 
booklet lists separately the stand- 
ards for organization and opera- 
tion of public mental hospitals, 
private psychiatric hospitals and 
psychiatric units in general hos- 
pitals. In the process of formula- 
tion are two additional parts: 
schools for the retarded, and psy- 
chiatric outpatient clinics. Appen- 
dices cover physical facilities, per- 
sonnel ratios and professional 
qualifications for staff, other than 


.medical and  administrative.— 


HELEN T. YAST. 
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WATER TREATMENT - 


key problem in your steam plant — 2 


This is the second and con- 
cluding article of the two-part 
series by J. K. Rice on problems 
of water treatment in the hos- 
pital plant. The author, who is an 
expert in the field, has written 
numerous articles on corrosion 
and water treatment. 

Last month, Mr. Rice dealt with 
the effects of pitting, “stray cur- 
rents” and various impurities in 
the system, noting the need for 
maintaining alkalinity, phosphate 
and sulfite in the boiler water. 
This article considers air condi- 
tioning and condensate handling 
equipment and various neutral- 
izing chemicals the engineer needs 
to treat water in his plant. 


CONDENSATE HANDLING EQUIPMENT 


N YEARS PAST, much less atten- 
tion was given the problem 
of corrosion of condensate lines 
than is being given today. Actu- 
ally the lesser attention was not 
totally the result of lack of means 
to correct or of lower standards 
of performance against which to 
compare. In part, at least, the 
lesser attention reflected a lesser 
problem. The more widespread 
use of sodium zeolite softeners, 
internal phosphate treatment, in- 
crease in the amount of conden- 
sate collected and returned and 
the increased quality of steam 
produced have all contributed 
to increasing the magnitude 
of condensate return system 
corrosion. 
Corrosion of steel pipe handling 


Mr. Rice is vice-president and director 
service of Cyrus Wm. Rice and Co 


of 
Pittsburgh, Pa. 
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steam condensate is increased by 
decreasing pH, 
solved carbon dioxide or increas- 
ing dissolved oxygen. Carbon 
dioxide is most generally the cause 
of condensate line corrosion. Its 
presence in steam has the double 
effect of increasing electrolytic 
strength and decreasing pH by 
formation of carbonic acid. The 
carbon dioxide in steam comes 
from the free carbon dioxide in 
the feed water and from the 
breakdown in the boiler of bicar- 
bonates and carbonates entering 
in the make-up water. Where 
formerly the bicarbonates in the 
water entering the boiler were 
allowed to react with the calcium 
hardness to precipitate CaCO. 
and thus were largely removed 
from solution, the present prac- 
tice of internal phosphate and ex- 
ternal zeolite softening removes 
none of the bicarbonate or car- 
bonate, allowing same to decom- 
pose in the boiler, liberating car- 
bon dioxide to the steam. Deaer- 
ating heaters can remove most of 
the free carbon dioxide in the 
feedwater, but accomplish little 
breakdown of the bicarbonate. 


REDUCING CARBON DIOXIDE 


The problem each time is, 
therefore, to reduce as much as 
possible the entry of total CO2:. 
The following equation is a means 


(0.79 x NoliCO. + 0.35 x Na_CO.) x % MU. = ppm CO, in steam 


(CaCO, may, of course, be substituted for NoHCO,) 


of calculating approximately the 
amount of CO:2 that will be found 
in the steam, based on the analysis 


increasing dis- 


of the entering makeup. By exam- 
ining this equation, it is easy to see 
that a number of steps are avail- 
able to reduce total CO: entry. 

Greater condensate return less- 
ens the per cent of make-up and 
consequently the amount of total 
CO: entering the system. Use of 
caustic soda for internal alkalinity 
control instead of soda ash helps 
directly. Often it is not practical 
to accomplish any further increase 
in condensate return; and it then 
becomes necessary to employ 
either some means of removing 
COs from the make-up water or 
chemical means of inhibiting the 
COz corrosion in the condensate 
return lines. 

There are a number of means 
available for reducing the total 
COz in make-up water. Most 
common have been hot lime- 
soda softener, hydrogen zeolite 
or mixed-stream sodium-hydro- 
gen zeolite systems. Lately, a new 
method, sodium zeolite followed 
by a chloride anion exchanger, 
has been added. 

The hot lime-soda softener is 
now followed most often by a hot 
zeolite softener to remove the last 
traces of hardness. This method, 
however, still remains limited 
largely to large steam systems 
where the lower chemical cost 
justifies the large space and more 
complex operation. 2 

The choice of hydrogen zeo- 

lite, sodium-hydrogen zeolite 
or sodium zeolite - chloride 
anion exchange must be de- 
cided in each instance for each par- 
ticular water, as the operating cost 
for each depends on the relationship 
of bicarbonate to the total ex- 
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Save time ead trouble with this plus feature in 


epiderm 


for fast, accurate sorting 


Faultless Epiderm gloves are banded on the upper wrist 
in vivid colors to make sorting of sizes almost automatic! 
Five different color bands identify sizes instantly | 
avoid errors, save time and trouble . . . tend to hold up 
glove more securely on sleeve of operating gown. Bands 
are fused inseparably to the glove—-can’t loosen at edges. 
Faultless epiderm gloves are available in color-banded 
and rolled wrist styles, in white latex and brown latex. 
Finest gloves available — durable, economical — quality 
controlled from raw materials to finished product. Order 
from your surgical supply dealer, or send coupon for 
full information. 


The Fauvitiess Rubber Company, Ashiand, Ohio 


Gentlemen: Please send full information about 
Epiderm Surgeon's Gloves, and name of nearest surgi- 
cal supply dealer. 
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changeable anions,’ the concentra- 
tion of bicarbonate and the ratio of 
total hardness to total exchangeable 
cations.* Each method can pro- 
duce approximately equivalent 
COz reduction. The method em- 
ploying hydrogen zeolite alone 
requires continuous addition of 
caustic soda to the decarbonator 
tower effluent, to raise the pH to 
6.5 and the alkalinity to 10-15 
ppm. It requires, therefore, the 
handling of both strong acid and 
caustic soda, though quantities of 
the latter are proportionately 
very small. 

The sodium-hydrogen zeolite 


requiring handling and storage of 
both acid and salt as regenerant 
chemicals. 

Both of the foregoing methods 
require the use of a separate de- 
carbonator tower for COe gas re- 
moval, which entails additional 
pumping. Both methods achieve a 
reduction in dissolved solids equal 
to the alkalinity. The chloride 
anion exchanger following a so- 
dium zeolite softener has the ad- 
vantage of only a single non- 
hazardous regenerant, salt; it 
does not require a decarbonator 
tower and thus saves additional 
pumping. 

It does not, however, achieve 
any reduction in dissolved solids; 
it merely substitutes chlorides 
for carbonate; sulphate and ni- 
trate removed. It introduces fur- 
ther problems in that fouling of 
the anion resin can occur and 
thereby necessitate rapid replace- 
ment of a costly material. It has 
the advantage that the anion unit 
can be added following any 
existing sodium zeolite system 
with minimum cost and without 
wasting any of the installed so- 
dium zeolite capacity. 

In spite of the difficulties of 
operation peculiar to each of the 
COz removal methods described, 
these methods are the least ex- 
pensive and the most positive for 
control of condensate corrosion. 
The corrosion of condensate 
piping is not always eliminated 
by eliminating COs. As was men- 


is explained in terms of equivalent cal- 
cium carbonate 


2. Total exchangeable cations (TEC) 
equals the sum of calcium, nesium., 
sodium um, where is ex- 


rms of equivalent calcium 


p 
carbona 
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method has the disadvantage of. 


tioned in last month’s article, it 
is equally necessary to eliminate 
dissolved Oz. 

Proper deaeration and sodium 
sulphite feed will eliminate the 
entry of Oz into the steam from 
the boiler. Considerable O2, how- 
ever, can enter into the conden- 
sate system from a number of 
other sources. Most frequently it 
will enter condensate as air leak- 


age into vacuum return systems © 


or as air leakage into gravity re- 
turn systems where a small vacu- 
um often is induced at the highest 
points in the system by the fall of 
the condensate from the higher 
level to the lower level of the 


condensate receiving tank. Oxy- 


gen can also enter radiators and 
coils when they are shut off in- 
termittently. This is particularly 
true in gravity return systems, 
where stuffing boxes, valve stem 
packing, etc. are usually not 
tight against a vacuum. Some- 
times, Oz can enter dissolved in 
water where water that is not 
deaerated is used for quench in 
condensate pumps. Concentrations 
of over 0.1 ppm in condensate at 
neutral pH can cause severe cor- 
rosion. 

When coupled with COz concen- 
trations of 10 ppm and over, the 
results are very damaging. Rais- 
ing the pH of such a condensate 
to values of 8.0-8.5 greatly re- 
duces the corrosion rate, though 
it still may allow iron pick-up as 
evidenced by iron oxide sludge in 
the boilers. With Oz concentra- 
tions of less than 0.05 ppm, rais- 
ing the pH to 7.5-8.0 is usually 
sufficient to prevent corrosion 
failures. 

While raising of the pH of the 
condensate has just been indi- 


“Ht just neods a few minor changes | 


that will necessitate your doing the 
whole thing over from e 


cated as one method of reducing 
corrosion, there are in fact several 
chemical means of reducing cor- 
rosion that can be employed when 
all other methods—such as COz 
removal, Oz removal, etc.—have 
been exhausted or the equipment 
cannot be installed because of 
capital expense. The use of chem- 
icals has been treated last in this 
series of corrective measures for 
the reason that this method is the 
most expensive, particularly if it 
has to cover up for. deficiencies 
elsewhere. 


NEUTRALIZING CHEMICALS 


There are two basic means of 
chemical protection available. One 
is to add a neutralizing chemical 
to the steam to react with the CO2 
and to raise the pH. The other is 
to add a corrosion inhibitor to the 
steam that does not react with the 
COz and does not raise the pH, 
but acts instead to form a film on 
the metal surface. This film, in 
turn, prevents corrosion of the 
metal. 

The neutralizing chemicals most 
often employed are those that 
may be added to the boiler and 
will volatilize with the steam. 
These materials subsequently con- 
dense with the steam or re-dis- 
solve in the condensate formed 
and raise the pH. These chemicals 
return with the condensate to the 
boiler, where they are again vola- 
tilized and thus re-cycle continu- 
ally in the system. The chemicals 
usually employed for this pur- 
pose are ammonia, cyclohexy]- 
amine, morpholine, benzylamine 
and diethanolamine. The most 
common ones are the first three 
named. 

Ammonia has the prime advan- 


tage of being inexpensive and of 


having a high neutralizing power 


per pound. It has the disadvan- 


tage that it can cause corrosion of 
copper and copper-bearing al- 
loys if it reaches concentrations 


of over 30-40 ppm in the system. 


Such concentrations can and do 
occur in certain parts of a steam 
system where ammonia is used to 
neutralize large COz concentra- 
tions. In addition, a considerable 


portion of the ammonia that re- | 


turns with the condensate is lost 
through the vent of the deaerat- 
ing heater. The proportion lost is 
much greater than the proportion 
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lost by the other volatile amines 
indicated. In steam systems con- 
taining negligible copper or cop- 
per-bearing alloys, the use of 
ammonia is the least expensive 
and simplest chemical means 
available. 

Morpholine and cyclohexyl- 
amine are the most widely used 
of the volatile amines. The losses 
of these materials from the steam 
system are for the most part pro- 
portional to the steam and con- 


densate losses from the systems. 


Since both materials are expen- 
sive, the cost of their use in sys- 
tems of high COz and high make- 
up is prohibitive. Where they are 
employed, they are controlled to 
maintain a pH of 7.5-8.0 in low O2 
condensate and 8.0-8.5 or even 9.0 
in high Oz condensate. So con- 
trolled, they give as good results 
as obtainable by any other chem- 
ical means. 

In systems of high COz or high 
make-up where ammonia is pro- 
hibited, octadecylamine or one of 
several other hydrophobic film- 
forming materials (fatty amines) 
may be used. These materials are 


efficient corrosion inhibitors in.- 


deaerated condensate. Their effi- 
ciency is diminished by the pres- 
ence of dissolved Oz. Actually, 
they function best at pH’s of 3.5 


- or lower, but they still retain sat- 


isfactory efficiency at a pH of 5.0- 
7.0, the range normally encoun- 
tered with high CO, concentra- 
tions. 

The film-forming materials em- 
ployed are very surface active 
materials of very limited water 
solubility. They are not appreci- 
ably carried out of the boiler and 
into the steam in the concentra- 
tions employed. They must, there- 
fore, be added directly to the 
steam line after the boiler and are 


- carried as a mist to all portions of 


the steam system. Their effect is 


- to be adsorbed on the surface of 


the metal and to inhibit thereby 
the corrosion of the metal by the 


condensate. Since these inhibitors — 


are film-forming and since they 
rely for their protective action on 
maintenance of this film, they re- 
quire a definite period of time to 
form a complete film on all the 
metal surfaces involved. Further, 
it is necessary to maintain a con- 
stant feed of the inhibitor to keep 
the film in repair. A feed of 2.0-3.0 
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ppm of the pure inhibitor to the 
steam usually is sufficient. 

Since most of these inhibitors 
are supplied in a diluted form for 
convenience of feeding, the actual 
feed of the proprietary materials 
marketed is closer to 10-15 ppm. 

The film-forming materials must 
be injected into the steam line 
and either a continuous chemi- 


cal feed pump or condensing 
_displacement pressure pot feeder 


must be employed. Since they are 
not re-cycled in the heating sys- 
tem, their use is not indicated for 


systems of high per cent conden-_ 


sate return. There is generally no 
control test required for these 
materials. 


AIR CONDITIONING SYSTEMS 


In the last ten years, air condi- 
tioning systems have increased 
tremendously in number and have 
added to the trouble of the hos- 
pital engineer. Since these sys- 
tems very often are added piece- 
meal and located all over the 
building, the problems of treat- 
ment are multiplied manyfold. 
Both corrosion and deposits are 
encountered on the water side of 
re-circulated cooling water units. 
Where cooling towers constructed 
of wood are employed, wood fail- 
ure is encountered also. This wood 
failure may result from deligni- 
fication or fungus attack, or both. 
Algal growths on tower compo- 
nents are common in the warmer 
months. 

The differing designs of cooling 
systems, the widely differing qual- 
ity of water available, the differ- 
ing atmospheric contamination 
possible and the restrictions re- 
garding contamination of the air 
passing through the tower or hu- 
midifier make it very difficult to 
describe any one treatment with- 
out going into considerable detail. 
There are a few general consider- 
ations that can be stated, how- 
ever. 

Slime and algal control is a 
must. In small towers, it is best 


accomplished by batch additions 


(slug-feeding) of the necessary 
algaecide. There are many such 
algaecidal materials on the mar- 
ket, but among the best is sodium 
pentachlorphenate. A single addi- 
tion of this material sufficient to 
produce 80 ppm of this material in 
the entire water volume of the 


system is usually sufficient to ef- 
fect a complete kill of algal 
growths. Repetition of the fore- 
going every several weeks during 
the warm months will maintain 
the tower free of algal growths. 

The other materials commonly 
employed are various quaternary 
amines. These amines have a very 
high killing power; however, they 
are also excellent foaming agents. 
Care also must be used, therefore, 
in slug-feeding the quaternary 
amines—too great an addition will 
cause the cooling tower to foam 
heavily. 

Control of pH by addition of 
acid or alkali is the most general 
means used to prevent excessive 
calcium carbonate deposits. 

Inhibitors such as polyphos-. 
phates, chromates or both may be 
added to prevent corrosion of 
pipes and condensers. Corrosion — 
may, also, be controlled satisfac- 
torily by maintaining pH, alka- 
linity and calcium hardness to 
produce a zero or slightly positive 
Langelier Index. Blowdown con- 
trol is a must no matter what sys- 
tem of deposit or corrosion pre- 
vention is employed. 


TESTING AND CONTROL 


Throughout all of the problems 
of water treatment that we have 
been describing, in boilers, con- 
densate and cooling water sys- 
tems, there is a common factor. 
That factor is regular testing and 
control of whatever chemicals or 
constituents are important. 

Too often the advice is bought, 
the equipment is acquired, the 
chemical purchased and then little 
thought is given to regular testing 
and exercise of the control that 
these tests indicate. An intelligent 
operator would not think of fir- 
ing up a boiler, bringing it up to 
a certain pressure indicated by a 
test gauge and then continuing to 
fire the boiler day after day at 
precisely the same rate without 
ever once. again looking at the 
pressure. Yet there are operators 
who add a chemical, test for it, 
then continue to add it day after 
day without again testing for it. 
The difference between success 
and failure with almost all water 
treating problems rests as much 
with the testing and control as it 
does with the proper selection of 
the method of treatment... . 
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When housekeeping at Harper Hospital was given additional duties, 
good organization and inservice training made us 


EQUAL TO THE TASK 


NY EMPLOYEE training program 
should be consistent and con- 
tinuous: consistent, in teaching 
all new personnel the same meth- 
ods and procedures; continuous, in 
maintaining a regular teaching 
program throughout the year. 
Among prerequisites for any con- 
sistent and continuous training 
program are: (1) established hos- 
pital policies; (2) well-defined 
departmental organization; (3) 
well-analyzed methods and pro- 
cedures; (4) an instructor with 
the ability to transmit knowledge 
effectively; and (5) good super- 
vision to carry on the inservice 
training program. 

The new employee is, quite na- 
turally, unfamiliar with his new 
place of work, his new job and 
new surroundings. The first step 
toward integrating him into the 
hospital as a permanent employee, 
therefore, is to acquaint him with 
hospital policies and their relation 
to him. Those policies that affect 
him directly, such as pay, uni- 
forms and insurance, should be 


clarified immediately upon his ac-. 


ceptance, to let him know that we 
are concerned about him and to 
make him feel welcome and secure 
in his new position. 


SUCCESSFUL ORGANIZATION 


Good organization demands defi- 
nite lines of authority and re- 
sponsibility. The employee should 
know to whom he is responsible, 
that he may know from whom he 
receives direction and work sched- 
ules and to whom he reports. 
Criticism of his work should be re- 


Mrs. Ballard is executive housekeeper in 
Hospital, Detroit. 
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layed to him by this same super- 
visor. Thorough understanding of 
each individual’s responsibilities 
is essential to a smoothly run or- 
ganization. 

Establishing housekeeping stand- 
ards is the joint responsibility of 
the director of the hospital and the 
executive housekeeper, but the re- 
sponsibility for setting up good 
methods and procedures and get- 
ting the best results from the 
money expended rests with the 
housekeeper alone. When called 
upon, she must be able to interpret 
and justify to management and 
other departments the methods 
she employs in her department. 


Procedures and methods for . 


cleaning should be well analyzed 
for high standard performance 
with accompanying economy of 
time, motion and material. A man- 
ual of methods and procedures 
should be available to all house- 
keeping supervisors. When we 
wrote our housekeeping manual, 
the housekeepers and housekeep- 
ing aides helped develop methods 
and procedures applicable to our 
own institution. A periodic review 
of the methods used is important, 
since new materials and equip- 
ment bring about necessary 
changes. When we plan to change 
a type of cleaning compound, the 
new materials are given to small 
groups of maids or porters who re- 
port on the ease of cleaning, the 
amount of compound used to main- 
tain our standards of cleanliness, 
and the effect of the cleaner on 
their own skin. Their opinions are 
always considered. 

It is well to confer with the di- 
rectors of the departments serv- 


iced when plans are made to 
change a procedure that affects 
their work area. Open discussion 
in committee meetings helps to 
further good interdepartmental 
relationships. 

At Harper Hospital, we still find 
that it pays dividends to have 
an outline of each employee’s 
work posted inside the hopper 
door. It takes all the guesswork 
out of which job belongs to whom, 
not only for the person on the job 
but for others on the unit as well, 
especially since housekeeping has 
become so closely allied with the 
other departments. 


BASIC CONSIDERATIONS 


With which group of employees 
should we start the training pro- 
gram? When we think of a train- 
ing program, our thoughts and 
planning generally turn toward 
the porter or the maid: we may 
have completely overlooked the 
supervisory level, which is our 
first line of defense. Good super- 
vision consists of getting people to 
do what you want them to do, in 
the way you want it done, accord- 
ing to the standards required in 
any instance. 

In a large hospital, there may 
be several levels of supervision. 
Training should start at the top 
level and proceed on down. In a 
small hospital, training should also 
begin with the highest level in 
housekeeping. Good supervision 
and good training are inseparable. 


- It behooves us to start our training 


program with the supervisory level, 
therefore, so that the same methods 
and procedures will be carried out 
by each supervisor and uniformity 
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of performance obtained from each 
worker. 

Often we are asked, “Who should 
do the training?” 
should be someone who has a 
thorough knowledge of the job, 


plus the ability to instruct and 


transmit knowledge _ effectively. 
There are several schools of 
thought on whether the depart- 
ment head or a training super- 
visor should do the instructing. 
Whether use of a training super- 
-visor is warranted depends upon 
the size of the hospital and also 
upon the organization. 

Because of differences in the 
physical plants of our hospitals, 
locale and, not least, the financial 
status, it is difficult to set up a 
training program that serves the 
needs of each hospital. The outline 
just presented, however, is felt to 
include the basic elements for any 
training program. 


EXPANDED DUTIES 


At Harper Hospital, we have 
made a study on the improvement 
of patient care.* The first step in 
the study was a statement of our 


Certainly it. 


major problem—a shortage of pro- 
fessional personnel, leading to in- 
ability to staff all our units. 

To solve this problem, we asked 
ourselves the following questions: 
what we have to do in the hospital; 
where it had to be done; when it 
had to be done, for the good of our 
patients; who was doing it at the 
present time, and who should be 
doing it; how it could be done in 
the most economical fashion, con- 
sidering comfort and safety to pa- 
tients and economy of time, effort, 
materials and skill. 

By making this detailed analy- 
sis, we found that nursing was 
performing many tasks that fell 
into the category of housekeeping 
activities. 


FORWARD PASS— 
NURSING TO HOUSEKEEPING 


In view of the tremendous short- 
age of professional personnel at 
Harper Hospital, it was found that 
many tasks performed by the nurs- 

*Innprovement of Patient authored 

by Marion J. Wright, was published this 

ear a G. P. Putnam's Sons, New York. 
e 


approach used by 
ospita determine 


ing department or under its direc- 
tion could be transferred to other 
departments. Housekeeping came 
in for its share of new duties; and 
we now feel that they rounded out 
the functions of our department 
and gave the employees a sense of 
satisfaction in “being on the team” 
for patient care. Duties acquired 
by housekeeping in the transfer 
are as follows: 

Cleaning nurseries completely 

Distributing nurses’ gowns in 
nursery 


Collecting and sorting soiled 
baby linen 
Stripping and washing incu- 


bators and baby cribs 

Emptying and washing diaper 
pails | 

Washing plastic covered mat- 
tresses and replacing torn covers 

Continually picking up and tidy- 
ing pediatric patient areas 

Maintaining 24 hour service in 
labor and delivery room sections 

Stripping and making up tables 
in delivery rooms and beds in la- 
bor rooms. 

Separating soiled linen from de- 
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livery rooms and placing in soiled 
linen chute 

Cleaning labor and delivery 
rooms completely 

Washing soiled rubber goods 
and utensils and returning to cen- 


tral supply room from patient 


areas 

Cleaning suction machines and 
tubing 

Cleaning suction catheters and 
tubes 

Washing copper steam kettles 

Washing oxygen tents 

Washing drainage tubes and 
jugs 

Washing solution flasks 

Folding dressing. papers and 
making tags for catheter irrigation 
jugs 

Washing syringe cans 

Washing elastic bandages 

Washing and sterilizing blood 
bottles 

Cleaning desks in nurses’ sta- 
tions and servicing with blotters 
and ink 

Caring for patients’ flowers 

Ordering and supplying toilet 
tissue, hand towels, face tissue and 
face soap 

Cleaning bedside tables in occu- 
pied and unoccupied units 

Cleaning foot blocks, bedboards, 
LV. standards, wheel chairs, ortho- 
pedic bedframes and equipment 

Cleaning refrigerators on pa- 
tient areas 

Cleaning cupboards in utility 
rooms, kitchens, linen rooms, sup- 
ply cupboards, blanket warmers 
and bedpan warmers 

Washing and supplying rubber 
sheets for beds 

Washing and supplying head, 
shampoo and enema sheets 

Washing and sterilizing monel 
utensils used by patients—bed- 
pans, emesis basins and wash 
basins. 

Picking up and keeping wards 
in an orderly manner 

Stripping and making beds in 
check-out rooms 

Setting up the unit for the in- 
coming patient including equip- 
ment. 


PRELIMINARY PLANNING | 


Before taking over these duties, 
we conferred with the Nursing 
Department Procedure Committee 
and instructors from our school of 


nursing, that we might better un- 
derstand and use methods and 
techniques taught in the school. 

Before the plan was installed 
throughout the hospital, the num- 
ber of personnel thought to be 
necessary was requested; how- 
ever,.as time went on, we found 
that by rearrangement of sched- 
ules only half that number was 
required to carry out the program. 
Of our present corps of 120 maids 
for patient areas, 42 were hired to 
carry out the new plan. A corre- 
sponding number of positions in 
other departments that could not 
be filled were cancelled. House- 
keeping maids could be obtained 
and, when trained, were capable 
of doing the work. The reorgani- 
zation enabled the hospital to open 
patient units that had been closed 
for lack of staffing. 

The number of personnel in a 
department depends on many fac- 
tors, such as_ physical layout, 


equipment and availability of sup-_ 


plies as well as function. Every in- 
stitution, when planning the num- 
ber of personnel necessary to 
operate, must take into considera- 
tion all these factors in its own 
situation. 

As our tasks became more tech- 
nical and numerous, we found it 
necessary to hire more super- 
visors. Five were added to the 
staff. They now cover service on 
a 16-hour basis, rather than an 
eight-hour basis. Harper Hospital 
has 635 beds, plus 70 bassinets. We 
now have a total of ten super- 
visors. This includes not only su- 
pervision for the four patient 
buildings but also five resident 
buildings. 


TRAINING PROGRAM 


We were dealing with an age-old 
problem in our reorganization— 
that of trying to get maximum effi- 
ciency from each employee, to 
teach new employees the proper 
methods and procedures so they 
could reach peak efficiency in a 
short time and to keep good de- 
partmental relations by under- 
standing each other’s problems. 

We all agree that people are not 
born knowing how we want a job 
done; but most people are inter- 
ested in learning, when time is 
taken to teach them. Our formula 
—if it may be called that—is to 
hire qualified people, train them 


carefully and supervise them in- 
telligently. 

The increased number of per- 
sonnel, plus the reorganization of 
our department, gave us an excel- 
lent opportunity to re-evaluate 


our employee training program. 


For many years we had a training 
program for beginners, as well as 
a continuous inservice training 
program, but never had we been 


called upon to train so many new 


people in a short time. 


THE TEACHING UNIT 


The preparation, presentation 
and application method was used. 
The teaching unit, shared jointly 
by nursing and housekeeping, was 
completely set up with the equip- 
ment needed for presentation—pa- 
tient bed, linens, bedside table 
complete with the utensils for bed- 
side care and a hamper for soiled 
linen. A complement of cleaning 
supplies was brought to the unit 
when required for the class. 

Prospective employees, screened 
by the personnel department, were 
sent to us for final approval. After 
the routine physical examination 
and chest x-ray, they were ready 
for the training program. A four- 
hour class was held each afternoon 
—three or four afternoons were 
sufficient for a well-rounded train- 
ing program. The first day was 
given over to orientation, which 
included the history of Harper 
Hospital, its important standing in 
the community and its vital role 
in maintaining the health of the 
community. 

The new employee must be 
properly oriented if he is expected 
to become .an interested member 
of the hospital team. Also, he will 
be more receptive to training when 
he understands the hospital’s aims 
and policies, the amount of salary 
he is to receive, periodic increases, 
when he may expect to be paid, 
the location and use of locker 
rooms, lunch period and cafeteria 
facilities. We explain such fringe 
benefits as Blue Cross, group life 
insurance and social security. All 
these things are of vital impor- 
tance to the new employee; and he 
should learn about them from a 
reliable source, not via the grape- 


vine. A thorough understanding at | 
the start will avert future dis- 


satisfaction. 
During orientation, the impor- 
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tant role that housekeeping plays 
in patient care and public relations 
by providing a clean, pleasant at- 
mosphere was particularly stressed. 
Personal hygiene and pride in the 
uniform—which is provided by the 
hospital—was accentuated. A tour 
of the time office, locker rooms, 
laundry and cafeteria was con- 
ducted to acquaint the new em- 
ployees with facilities for which 
they would have immediate need. 

The following afternoons were 
given to the study of supplies and 
the proper use of equipment; dem- 
onstrations of the accepted clean- 
ing methods and procedures; bed- 
making and washing; sterilizing 
and polishing mone] utensils. We 
are of the opinion that employees 
are interested in the cleaning ma- 
terials they use, and are more 
careful and economical in the use 
of them when they are aware of 
their cost. 


TECHNIQUES DEMONSTRATED 


Demonstrations were given on 
the correct use and care of clean- 
ing equipment and how it is em- 
ployed to best advantage with a 
minimum of time and motion. It 
was pointed out that by proper 
use and storage the life of the 
equipment would be prolonged. 

The correct manner of entering 
a patient’s room, consideration of 
the patient as a person and what 
the patient has a right to expect 
in the way of good housekeeping 
services were stressed. While we 
aim for positive thinking, the one 
“do not” that we emphasized was 
what not to say to the patient, 
such as any discussion of the pa- 
tient’s illness or that of other pa- 
tients, any hospital gossip or per- 
sonal problems. 

The proper method and proce- 
dure for cleaning both occupied 
and check-out rooms was demon- 
strated. We made it as realistic as 
possible by having experienced 
maids play the role of patient and 
providing interruptions by pseudo 
doctors and nurses, both bringing 
into the fore that we work with 
and around people. 

Check-out rooms were com- 
pletely cleaned and, to make it 
authentic, magazines and withered 
bouquets were strewn about. It 
was amazing the interest that was 
evinced in learning to make beds 
hospital fashion. After the room 
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was completely cleaned and serv- 


iced, the maids were shown how to 
notify admitting of its readiness 
by sending a card through the tube 
system. 


Each procedure was studied and | 


discussed. The importance of the 
résponsibility to the patient borne 
by housekeeping personnel in car- 
rying out the sterilizing procedure 
as set up by the School of Nursing 
was emphasized. 


NEW EMPLOYEES APPLY PRINCIPLES 


The new employees were told 
the “why” of the methods and pro- 
cedures used; and each day, after 
the demonstrations, the students 
were given an opportunity to ap- 
ply the principles they had learned 


- and explain the key points of the 


procedure. Also, it gave them an 
opportunity to question any point 
that was not clear to them. During 
the daily discussion period the 
students displayed, by their active 
participation, a lively interest in 
the hospital and their work. 

The new worker is particularly 
interested in knowing his relation 
to patient care, such as raising or 
lowering the patient’s bed, going 
on errands for or waiting on the 
patient. This discussion period 
Was also an opportune time to ap- 
proach two of our most difficult 
problems in the hospital—those of 
curtailing noise, especially in pa- 
tient areas, and teaching poise to 
new employees in the presence of 
illness. 

After four afternoon classes had 
been completed, positions were as- 
signed and the employee was on 
his own, under the direction of a 
housekeeping aide who checked 
proper methods and procedures 
frequently to make sure that 
were being followed. In reality, 
the new employees were giving 
return demonstrations in the pa- 
tient unit. Our continuous inservice 
training program took care of the 
older employees. We held classes 
in bedmaking and washing and 
sterilizing, with emphasis on our 
new responsibilities. 


You may say a training pro- 
gram is costly, but the employee 
who has had no training and does 
not know what is required of him 
wastes much of his valuable time 
and that of other employees. That 


certainly is costing money and 


without good results. In a hospital, 
especially a large teaching hospi- 
tal, employees are surrounded by 
students—nurses, interns, labora- 
tory people, dietetic personnel and 
others. The employees are in an 
atmosphere of learning, and it 
gives them a sense of importance 
to be one of the groups receiving 
instruction. The morale of house- 
keeping employees is frequently 
low because they are not made to 
feel that they are vital to patient 
care. 

By a continuous training pro- 
gram, we are protecting the in- 
vestment we have in each em- 
ployee. Although the employee has 
been instructed in his work, we 
cannot be assured that he will 


continue to use that knowledge 


effectively at all times. A con-— 
tinuous inservice training pro- 
gram will keep the employee con- 
scious of the methods taught, and 
abreast with the development of 
new methods and procedures—it 
will aid in maintaining high stand- 
ards. 


Notes and Comment 


Safety is a habit, too! 


Good housekeeping is safety! 
“Safety Bulletin No. 65” issued by 
the Plant and Maintenance Com- 
mittee of the Ohio Hospital Asso- 
ciation lists good housekeeping 
hints that should be built into au- 


tomatic safety habits: 


1. Keep aisles and passageways 
clear. 

2. Trash belongs only in waste 
containers. | 

3. Pile all materials neatly and 
safely. 

4. Keep access clear to stretch- 


ers, fire equipment and fire escapes. 


_ §. If liquids are spilled, clean up 
at once. | 

6. Keep flammable liquids in 
safe containers, clearly identified. 

7.. Smoke only in smoking areas. 

8. Put old rags in waste cans. 

9. Never hang clothing on fire 
extinguishers. | 

10. Never put cigarette stubs in 
waste baskets; a spark may linger, 
igniting the paper long after every- 
one has left your department. 
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@ NELSON AMMONS, administrator 
of Olympic Memorial Hospital, 
Port Angeles, Wash., has been ap- 
pointed administrator of the Dalles 
(Ore.) General Hospital. 
. A member of the American Col- 
lege of Hospital Administrators, 
Mr. Ammons formerly served as 


administrator of Samaritan Hos- | 


pital, Nampa, Idaho. He is a past 
president of the Idaho Hospital 
Association. 


@ RALPH CALL, former business 
manager of Monterey County Hos- 
pital, Salinas, Calif., has been ap- 
. pointed administrator of the Sa- 


linas (Calif.) Valley Memorial - 


Hospital. Roy Grove, former as- 
sistant administrator at the Marin 
General Hospital, San Rafael, 
Calif., succeeds Mr. Call at the 
Monterey County Hospital. 

Mr. Call is a nominee in the 
American College of Hospital Ad- 
ministrators. Mr. Grove holds 
membership in the American Hos- 
pital Association. 


@ ROBERT W. CARITHERS, adminis- 
trative assistant at Methodist Hos- 
pital, Indianapolis, has been ap- 
pointed assistant superintendent 
of the hospital. BRYAN A. ROGERs, 
who joined the hospital’s staff last 
July as administrative assistant, 
will take over many of Mr. Carith- 
ers’ former duties. 

A graduate of Northwestern Uni- 
versity’s course in hospital ad- 
ministration, Mr. Carithers com- 
pleted his administrative residency 
at North Carolina Memorial Hos- 
pital, Chapel Hill. He is a nominee 
in the American College of Hos- 
pital Administrators. 

Both men are members of the 
American Hospital Association. 


@ CaRL CAsH, former medical tech- 
nologist at the E. P. Clapper Me- 
morial Hospital, Waynoka, Okla., 
has been named administrator of 
the Kingfisher (Okla.) Community 
Hospital. 


@ JAcK G. CHARLE, former director 
of personnel at Beth-El Hospital, 
Brooklyn, N. Y., has been appoint- 
ed administrative assistant for per- 
sonnel at the hospital. : 


@ Dr. JoHN W. CHENAULT has been 
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appointed administrator of the 
Florida Agricultural and Mechan- 
ical University Hospital, Talla- 
hassee, Fla. 

Dr. Chenault is former director 
of the polio unit and head of the 
orthopedic surgery department at 
the John A. Andrew Memorial 
Hospital, Tuskegee Institute, Ala. 


@ JOHN F. CLARK, chief accountant 
at Grant Hospital, Chicago, has 
been appointed comptroller of the 
hospital. 


@ Dr. CLEMENT C, CLAY, associate 
director of the 
Hospital Coun- 
cil of Greater 
New York, has 
accepted an ap- 
pointment to the 
fulltime faculty 
of the Institute 
of Administra- 
tive Medicine, 
Columbia Uni- 
versity School of 
Public Health. 
A member of the AHA Council 
on Hospital Planning and Plant 
Clay formerly 
served as administrator of the 
Hospital Center at Orange, J., 


DR. CLAY 


and as director of the Yale Uni- | 


versity course in hospital admin- 
istration. 

A fellow in the American Col- 
lege of Hospital Administrators, 
Dr. Clay holds membership in the 


- American Hospital Association. 


@ SISTER OLIVA (CUNANE), admin- 
istrator of Carney Hospital, Boston, 
has been appointed administrator 
of St. Margaret’s Hospital, Boston. 
St. Margaret's former administra- 


‘tor, Sister Lovutse (DRISCOLL), 


has been named head of Carney 
Hospital. 


@e THOMAS J. CORKERY succeeds 
Mrs. MARJORIE BARNWELL as ad- 
ministrator of the Kennewick 
(Wash.) General Hospital. 

Mr. Corkery formerly served as 
administrator of Toole County Me- 
morial Hospital, Shelby, Mont., 
and as medical services adminis- 
trator of the welfare medical care 
program of the Washington De- 
partment of Health. 


e@ Mrs. OPAL C. DARLING, R.N., has 
resigned as administrator of Me- 


morial 
Wash. 


Hospital, Sedro-Wooley, 


@ DONALD A. FABER, assistant ad- 
ministrator of Weld County Gen- 
eral Hospital, Greeley, Colo., has 
been appointed to the same posi- 
tion at the Virginia Mason Hospi- 
tal, Seattle, Wash. 

A nominee in the American 
College of Hospital Administra- 
tors, he is a member of the Amer- 
ican Hospital Association. 


@ THOMAS B. FITZPATRICK, former 
assistant direc- — 
tor of Monte- 
fiore Hospital, 
Pittsburgh, has 
been named ad- 
ministrator of 
Citizens General 
Hospital, New 
Kensington, Pa. 
A member of 
the American 
College of Hos- 
pital Adminis- 
trators, Mr. Fitzpatrick is a gradu- 
ate of the University of Pittsburgh 
course in hospital administration. 
He is a fellow in the American 
Public Health Association and a 
member of the. American Hospital 
Association. 


‘MR. FITZPATRICK 


e P. D. FLEISSNER, manager of the 
Mary Secor Hospital, Emmet, 
Idaho, has been named adminis- 
trator of the new McKenzie-Wil- 
liamette Hospital, Springfield, Ore. 

Mr. Fleissner formerly served as 
assistant superintendent of Mal- 
heur Memorial Hospital, Nyssa, 
Ore. 


@ CALISTA BURNS FULKERSON, R.N.., 
former administrator of All Saints’ 
Hospital, Philadelphia, has been 
appointed hospital administration 
consultant, Nebraska Department 
of Health, Lincoln. 

Mrs. Fulkerson formerly served 
as assistant superintendent of the 
Butler (Pa.) County Memorial 
Hospital. She is a member of the 
American and Pennsylvania Hos- 
pital Associations. 


e JOHN W. HAYMAN, assistant ad- 
ministrator of the Caldwell (Ida- 


125 


ho) Memorial Hospital, has been 
named administrator of the hos- 
pital. 

A member of the Idaho Hospital 
Association, Mr. Hayman is cur- 
rently serving as president of the 
Idaho chapter of the American 
Association of Hospital Account- 
ants. 


@ Lit_y D. HOEKSTRA, assistant to 
the administrator of the St. Louis 
(Mo.) Children’s Hospital, has 
been appointed administrator of 
the hospital. EsTeLLe D. CLAIBORNE, 
R.N., administrator of the hospital 


for the past 29 years, recently re- 
tired from the hospital field. 

Miss Hoekstra formerly served 
as general administrator of Puerto 
Rico’s government hospitals until 
her return to St. Louis in 1951. 

Former administrator of Shrin- 
er’s Hospital for Crippled Chil- 
dren, St. Louis, Miss Claiborne has 
also held the post of executive as- 
sistant at Barnes Hospital, St. 
Louis. She has been decorated by 
the French and British govern- 
ments for her nursing services 
during World War I. 

Miss Hoekstra and Miss Clai- 
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borne are fellows in the American | 
College of Hospital Administrators 
and members of the American Hos- 
pital Association. 


@ SELMER O. KIVLE succeeds ANNA 
WILD as administrator of Good 
Shepherd Hospital, Hermiston, Ore. 

Prior to his Hermiston appoint- 
ment, Mr. Kivle had been serving 
as regional administrator of the 
Lutheran Hospital and Homes So- 
ciety, Torrington, Wyo. He former- 
ly served as administrative assis- 
tant at Gorgas Hospital, Ancon, 
& 


@ JOHN E. MILTON, manager of the 
business office of Presbyterian 
Hospital, Chicago, has been ap- 
pointed administrative assistant of 
the hospital. 

A member of the American Hos- . 
pital Association, Mr. Milton is en- 
rolled on a part-time basis in the 
Northwestern University hospital 
administration program. 


@ Rosert E. NeErr, retired ad- 


-ministrator of Methodist Hospital, 


Indianapolis, has been appointed 
hospital administrator on a consul- 
tant basis for the Indiana State 
Board of Health. Mr. Neff will 
assist various hospital and state 
government agencies in hospital 
planning, primarily in connection 
with plans for construction under 
the Hill-Burton program. 

A past president of the Amer- 
ican Hospital Association, Mr. Neff 
has been active in the hospital 
field for more than 40 years. Prior 
to his new post, Mr. Neff had 
served as head of Methodist Hos- 
pital from 1945 until his retire- 
ment on December 31 of last year. 


@ MARVIN W. NICHOLS, administra- 
tor of Mahaska Hospital, Oska- 
loosa, Iowa, for the past three 
years, has resigned his position to 
accept the appointment as admin- 
istrator of Grace Hospital, Hut- 
chinson, Kan. He succeeds ROBERT 
A. BRADBURN, who is now admin- 
istrator of the St. Joseph-Benton 
Harbor Memorial Hospital, St. - 
Joseph, Mich. 

A graduate of Northwestern 
University’s course in hospital ad- 
ministration, Mr. Nichols served 
as administrative resident and as- 
sistant at Methodist 
Sioux City, Iowa. 


e Louis E. SCHENKWEILER, execu- 
tive director of the Peabody Home 
for the Aged, New York City, since 
1953, recently resigned his position. 

Mr. Schenkweiler formerly 
served as superintendent of the 
Wyckoff Heights Hospital, Brook- 
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lyn, N. Y. He holds membership 
in the American College of Hos- 
pital Administrators and the 
American Hospital Association. 


@ Rev. JOHN STRUTTON has been 
named administrator of the Bris- 
tow (Okla.) Memorial Hospital. 


@ THOMAS E. TONKIN, administra- 
tor of the Ernest V. Cowell Me- 
morial Hospital, Berkeley, Calif., 
has been named administrator of 
Peninsula Community Hospital, 
Carmel, Calif., effective February 
1. Mr. Tonkin succeeds KATHERINE 
Smits, R.N. 


Mr. Tonkin formerly served as 
a member of the staff of the Com- 
mission on Financing of Hospital 
Care, Chicago. 


@ RUSSELL N. TUCKER, adminis- 
trator of Kapiolani Maternity and 
Gynecological Hospital, Honolulu, 
Oahu, Hawaii, has accepted the 
position as administrator of the 
Southern Nevada Memorial Hos- 
pital, Las Vegas. 

A nominee in the American Col- 
lege of Hospital Administrators, 
Mr. Tucker is a past president of 
the Hospital Association of Hawaii. 


MISS PHOEBE 
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NO. 4 IN A SERIES 


E & J chairs are lightweight—yet no wheel 
chair on the market is stronger or has 
better balance. E & J’s durability 
and maintenance-free service will pay-off in your 
hospital—year after year after year. 


EVEREST & JENNINGS, INC. 


1803 Pontius Avenue + Los Angeles 25, California 


@ GeorGE N. Stout has been ap- 
pointed assist- 
ant administra- 
tor of Weld 
County General 
Hospital, Gree- 
ley, Colo. 

Associated 
with the U. S. 
Public Health 
Service since 
1932, Mr. Stout 
has served as 
assistant admin- 
istrative officer at the U. S. Public 
Health Service Hospital, Chicago, 
for the past five years. 

A member of the American Hos- 
pital Association, Mr. Stout re- 
ceived his master’s degree in hos- 
pital administration from North- 
western University. 


@ LEO G. SCHMELZER, administra- 
tor of Garfield Memorial Hospital, 
Washington, D. C., since 1949, has 
resigned his position to become di- 
rector of the Wilmington (Del.) 
General Hospital, effective Febru- 
ary 14. Mr. Schmelzer succeeds 
BENJAMIN W. WRIGHT, who is now 
administrator of the Hospital Cen- 
ter at Orange, N. J. 

Prior to 1949, Mr. Schmelzer 
served as superintendent of the old 


MR. STOUT 


George Washington University 
Hospital, Washington, D. C., for 
four years. 


_.A fellow in the American Col- 
lege of Hospital Administrators, 
Mr. Schmelzér served as second 
vice president of the American 
Hospital Association in 1951. 


@ FRANKLIN N. WILLEY has been 
appointed administrator of the 
Fairfax (Okla.) Memorial Hospital. 


@ ALBERT G. WNUK has been ap- 


pointed administrative assistant 


at University Hospital, Baltimore. 

A graduate of Columbia Univer- . 
sity’s course in hospital adminis- 
tration, Mr. Wnuk served his ad- 
ministrative residency at Episcopal 


Hospital, Philadelphia. He is a 
member of the American Hospital 
Association. 

Deaths 


@ SIster RITA (COYLE), 
former administrator of St. Vin- 
cent’s Hospital for Women and 
Children, Philadelphia, died De- 
cember 3, 1954. She had been ad- 
ministrator of the hospital from 
1936 to 1940, and then again from 
1945 to the time of her death. 
Sister Rita was a nominee in the 
American College of Hospital Ad- 
ministrators and a member of the 
American Hospital Association. 
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NEWS 


President Outlines His Health Program 


The Eisenhower Administration’s health program for 1955 bears a close 
resemblance to the program put forward last year. 

Nothing has been subtracted, the controversial plan for federal health 
reinsurance still being included. A few things have been added, notably 
programs to improve the médical care of public assistance recipients and - 


OFFICIAL NOTES 


Excerpts from the minutes of 
the December 10 meeting of the 
American Hospital Association’s 
Board of Trustees are as follows: 


FIRE PROTECTION 


The director reported that, in 
accord with the Board’s authoriza- 
tion, a fire protection system has 
been installed in the basement and 
first floor of the Association build- 
ing at 18 E. Division St., Chicago. 
The Board agreed with the staff's 
judgment that this protection 
meets the requirements. 


NLN COMMITTEE’ ON CAREERS 


VOTED: To appropriate $10,000 to 
the Committee on Careers, National 
League for Nursing, for the support of 
its program during the year 1955. 


NATIONAL HEALTH COUNCIL 
VOTED: To appropriate $1,000 to the 
National Health Council in support of 
its program during the year 1955, pay- 
ment to be made subject to the recom- 
mendation of the president of the As- 
sociation following a conference to be 
held between the officers of the two 
organizations. 

SUPPORT OF NSMR WORK 
VOTED: To appropriate $100 as a 
token contribution to the National 
Society for Medical Research evidenc- 
ing this Association’s support of the 
work of that organization during the 
year 1955. 


COMMITTEE ON FINANCE 


From time to time throughout 
the year, it becomes necessary or 
convenient to make certain changes 
in the approved budget for the As- 
sociation which do not require the 
appropriation of additional funds. 
The Committee on Finance should 
be granted the authority to make 
such budget changes pro nunc. 
VOTED: To authorize the Committee 
on Finance to approve changes within 
the approved budget which do not re- 
quire the appropriation of additional 
funds 


JCAH BUDGET 
There was general discussion of 
(Continued on page 148) 
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costs of health. services; 
_ serious gaps and shortages in those 


to guarantee 


mortgages for the 
construction of 
health facilities. 

Many of the 
details of the 
program were to 
have been given 
to the Congress 
by President Ei- 
senhower in a 
special message 
on January 24. 
The crisis in the 
Far East forced a 
delay. The Pres- 
ident sent his 
Formosa - Pesca- 
dores policy mes- 
sage to the “Hill” 
on January 24 
and his aides in- 
dicated that the 
health message 


able. 


facilities. 


HERE ARE SOME OF THE HIGHLIGHTS OF | 
PRESIDENT EISENHOWER’S HEALTH PROGRAM 


"To concern ourselves with the human problems 
of our people so that every American may have 
the opportunity to lead a healthy, oral 

and rewarding life." 

A federal health reinsurance service. 
Construction of health facilities, under the Hill- 
Burton program, for hospitals and the cate- 
gories added by the 83rd Congress. 

A program to reduce health personne! short- 
ages, especially in nursin 

Improved medical care a public onistence re- 
cipients through matching grants to states. 
New emphasis on the problems of mental illness. 
Care for military dependents in civilian facili- 
ties only where military facilities are not avail- 


Guarantees for private mortgages on health 
Two-year extension of doctor-dentist draft law. 


uctive 


would not be 
submitted until the Congress has 
completed action on the Far East- 
ern resolution he requested. 

However, the broad outlines of 
his health plans were sketched 
by Mr. Eisenhower in his State of 
the Union message, with other in- 
formation as to specific plans be- 
ing supplied in the budget and 
other messages. 

The President left no doubt of 
the priority he assigns to health 
matters when he describes as one 
of the “three main purposes of our 
Federal Government... to concern 
ourselves with the human prob- 
lems of our people so that every 
American may have the oppor- 
tunity to lead a healthy, produc- 
tive and rewarding life.” 

The President said “advances in 
medical care are not available to 
enough of our citizens” and said 
there were two fundamental prob- 
lems, “first, high and ever-rising 
second, 


services.” 

To answer these “fundamental 
problems,’ the President made 
several suggestions: 


A federal health reinsurance serv- 
ice. This was first introduced by 
the Administration last year. It 
failed in the House and never came 
to a vote in the Senate. The 1955 
budget message said that the Pres- 
ident would ask the 84th Congress 
to authorize $25 million to get the 
reinsurance ball rolling. This is 
the same amount as was requested 
last year. Washington observers 
say the sledding will be no easier 
for reinsurance in 1955. 

The emphasis in the reinsurance 
bill this year was expected to fall 
on protection for low income and 
rural groups, major medical ex- 
pense coverage and hard-to-insure 
groups. The fund would be cap- 
italized at $100 million. 

New measures to improve the 
medical care of public assistance re- 
cipients. This suggestion is a new 
undertaking for the Eisenhower 
Administration. The President told 
Congress he would ask it to 
authorize and appropriate $20 mil- 


lion for this purpose on a 50-50 


matching basis with the states. 
New measures to facilitate con- 
struction of health facilities. These 
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involve the Hill-Burton program 
and the new plan to guarantee 
mortgages for health construction 
work. The President asked $65 
million for the next fiscal year for 
hospital construction under the 
original Hill-Burton program. This 
is more than Eisenhower originally 
asked in 1954 but $10 million less 
than Congress finally appropriated. 
It is also substantially less than 
could be appropriated. The au- 
thorized ceiling for this phase of 
the Hill-Burton program is $150 
million and Sen. Lister Hill (D., 
Ala.), has indicated he will press 
for the total authorized amount. 
(Editor's Note: For Senator Hill’s 
views on Congress and health see spe- 
cial report, page 52.) 

The President asked $60 million, 
the maximum, for construction of 
the new Hill-Burton categories— 
chronic beds, rehabilitation facili- 
ties, nursing homes and diagnostic 
centers. 

The mortgage guarantee pro- 
gram had not been detailed at 
press time but the budget said a 
later request would be made for 
$10.5 million to start the fund to 
guarantee loans made by private 
lending agencies for the construc- 
tion or rehabilitation of medical 
facilities. An insurance premium 
of not more than one per cent 
would be charged. A similar pro- 
posal was made in Congress last 
year but provisions favoring closed 
panel practice evoked a storm of 
criticism which the bill did not 
weather. 

Reduction of shortages of trained 
health personnel. The President ex- 
pressed his concern over these 
shortages, especially in profes- 
sional and practical nursing. Sev- 
eral hundred thousand dollars will 
be asked to alleviate these short- 
ages through a scholarship grant 
program (not for operating funds) 
and through attempts to improve 


utilization. A strong movement in | 


Congress for a major scholarship 
grant program is expected. 

Improved care for military de- 
pendents. The Pentagon estimated 
that $59 million would be sought 
for this purpose, one of several 
Eisenhower suggestions to make a 
military career more attractive. 
The Administration bill, similar 
to that of last session, puts the 
priority on military facilities, rec- 
ommending care in civilian facili- 
ties only when military facilities 
are not present. Amendments are 
predicted. 

The Administration also: 

>» Asked for a two-year exten- 
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sion of the doctor-dentist draft, 
now due to expire June 30. 

» Recommended a contributory, 
payroll deduction system of vol- 
untary health insurance for fed- 
eral employees and their depen- 
dents. 

>» Suggested increased emphasis 


on mental health, water and air 


pollution, maternal and child wel- 
fare. 

>» Recommended pay increases 
for civil service workers and for 
postal employees, and a postal pay 
rate increase. — 


Rear Adm. B. W. Hogan 
Named Navy Surgeon General 


Rear Adm. Bartholomew W. Ho- 
gan, MC, USN, deputy surgeon 
general of the Navy and assistant 
chief of the Navy’s Bureau of 
Medicine and Surgery, Washing- 
ton, D. C., has been appointed sur- 
geon general of the Navy. Admiral 
Hogan took office in late January, 
succeeding Rear Adm. Lamont 
Pugh, MC, USN. 

Former commanding officer of 
the U. S. Naval Hospital, Bethesda, 
Md., Admiral Hogan is currently 
serving as a delegate-at-large to 
the American Hospital Association. 
He is a diplomate of the American 
Board of Psychiatry and Neurology 
and a member of the American 
College of Hospital Administrators. 

A native of Quincy, Mass., the 


53-year-old Admiral received his 


medical degree from Tufts College. 
During the last war Admiral Ho- 
gan served as senior medical officer 
aboard the USS Wasp, and was 
decorated for heroism with the Sil- 
ver Star, Purple Heart and the 
Navy and Marine Corps medal. 


Groups Elect 
Officers by Mail Ballot 


Claude Busick, chief pharmacist 
at St. Joseph’s Hospital, Stockton, 
Calif., was recently chosen presi- 
dent-elect of the American Society 
of Hospital Pharmacists. Mr. Bu- 
sick is currently serving as vice 
president of the society and as 
president of the Northern Cali- 
fornia Society of Hospital Pharm- 
acists. 

Milton Skolaut of Bethesda, Md., 
and Sister Mary Rebecca of Ogden, 
Utah, were chosen vice president 
and treasurer-elect, respectively, 


’ during the recent election by mail 


ballot. 

John B. Heinz recently was 
named president-elect of the 
American Pharmaceutical Associ- 
ation. John B. Heinz is currently 
serving as APA first vice president. 


The officers will be installed at 
the groups’ annual meetings in 
Miami Beach, Fla., during the 
week of May 1. | 


Board Approves Appointment 
of Council Vice Chairmen 


The appointment of AHA coun- 
cil vice chairmen was confirmed 
by the Association’s Board of 
Trustees at its December 10 meet- 
ing. 

The councils and their respective 
vice chairmen are: Council on Ad- 
ministrative Practice, Donald W. 
Cordes, administrator of lowa 
Methodist Hospital, Des Moines; 
Council on Association Services, 
J. Harold Johnston, executive di- 
rector of the New Jersey. Hospital 
Association, Trenton; Council on 
Government Relations, J. Douglas 
Colman, vice-president, Johns 
Hopkins Hospital and University, 
Baltimore; Council on Hospital 
Planning and Plant Operation, 
Stanley A. Ferguson, director of 
University Hospitals, Cleveland; 


- Council on Prepayment Plans and 


Hospital Reimbursement, R. K. 
Swanson, superintendent of Swe- 
dish Hospital, Minneapolis, and the 
Council on Professional Practice, 
Dr. Russell A. Nelson, director of 
the Johns Hopkins Hospital, Balti- 
more. 


J. L. Howell, New President 
of Alabama Hospital Association 


John L. Howell, administrator 
of the Carraway Methodist Hos-- 
pital, Birmingham, was installed 


as the new president of the Ala- 


bama Hospital Association at the 
group’s meeting in Birmingham, 
January 13-14. 

Other new officers. include: 
President-elect, Douglas Goode, 
administrator of Jackson Hospital, 
Birmingham; vice president, L. C. 
Rigsby, administrator of the Cull- 
man (Ala.) Hospital; and secre- 
tary-treasurer, Murphy Cole, ad- 
ministrator of the Anniston (Ala.) 
Memorial Hospital. 


NLN Project to Study 
Military Nursing Personnel 


Former enlisted personnel with 
military experience and training 
in nursing functions will be 
brought into the civilian nursing 
picture if a new National League 
for Nursing project proves suc- 
cessful. . 

The proposed four-year project 
will study this two-fold problem: 
(1) whether or not former mili- 
tary enlisted medical personnel 
without additional training or ex- 
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perience can be placed in health 
agencies with higher salaries than 
they would normally command as 
aides, attendants, orderlies or 
technicians, and (2) whether or 
not a way can be found to give 
them the equivalent of credit with 


practical or professional programs _ 


toward a certificate or diploma in 
nursing. 

In an informal survey of 6,000 
Navy hospital corpsmen, approx- 
imately ten per cent of them re- 
ported that they would like to 
remain in the health field in ci- 
vilian life. They indicated, how- 
ever, that they are reluctant to 
continue in nursing or other health 
services, because their military ex- 


perience gives them no profes- 


sional recognition or advanced 
standing toward a certificate or 
diploma in nursing. 

The first step in the project will 
be the distribution of question- 
naires to more than 15,000 enlisted 
personnel now serving in Army, 
Navy and Air Force hospitals, dis- 
pensaries and other installations. 
The questionnaire will determine 
pre-military education and ex- 
perience, military training and ex- 
perience in nursing, interest in 
employment in civilian nursing 
immediately after discharge from 
the Armed Forces, and interest in 
nursing education. 

A series of nursing achievement 


tests will be given to a selected 


group of corpsmen and technicians 
who have expressed interest in a 
nursing career. 

For men and women who have 
indicated an interest in immediate 
employment, health agencies will 
be contacted to determine what 
status can be given them. For 
men and women who want to be- 
come professional or practical 
nurses, an experimental program 
will be established in a selected 
school. 


Council Earmarks Funds 
for Hospitals’ Charity Care 


Two Erie, Pa. hospitals have 
had $90,000 earmarked for them 
by the city council to help 
defray the cost of charity care 
as a result of a concerted drive 
to bring the hospitals’ finan- 
cial positions to the attention of 
government officials. In 1954, the 
city’s appropriation to St. Vin- 
cent’s Hospital and Hamot Hos- 
pital was $15,000. | 

The increase resulted from a 
drive headed by Edwin Nick, 
chairman of the Joint Hospital 
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Committee in Erie. Mr. Nick is a 
member of Hamot Hospital’s board 
and is chairman of its public funds 
committee. 

A series of factual accounts tell- 
ing why the two hospitals needed 
more government aid to help pay 
the cost of charity care was car- 
ried in the Erie Daily Times. 

R. K. Bolinger, chairman of 
the Hospital Association of Penn- 
sylvania’s Council on Public Re- 
lations, pointed out that “the 
cooperation of the two Erie hospi- 
tals can be repeated in scores of 
Pennsylvania communities, if hos- 
pital officials will take off their 
coats and lay their cards on the 
table.”’ The council has been spon- 
soring a campaign to explain to 
legislators the need for more re- 
alistic financial assistance. 


State Association Authorizes 
Public Opinion Survey 


A survey of what New Jersey 
residents think of their hospitals 
has been approved by the board of 
trustees of the New Jersey Hos- 
pital Association. The Opinion Re- 
search Corporation of Princeton 
will conduct the survey of a scien- 
tifically-selected sample of the 
state’s population. 


More Men Than Women 
Hospitalized in 1953 


More men than women were 
hospitalized during 1953, accord- 
ing to a recent survey released by 
the American Medical Associa- 
tion’s Bureau of Medical Economic 
Research. 

The report, published in the 
January 8 issue of The Journal of 
The American Medical Association, 
showed that in one day in 1953 
there were 1,206,592 persons in 
6.539 of the nation’s 6,840 reg- 
istered hospitals. This included 
642,156 men and 564,436 women— 
or 77,720 more men. | 

A breakdown of the totals 
showed that even in the child- 
bearing years of life, between 15 
and 44, men exceeded women in 


hospitals by 13,000. At ages 45-64, | 


the excess was over 51,000, but 
after 65, it dropped to 2,000. 
Frank G. Dickinson, bureau direc- 
tor, said surveys of accidents and 
occupational diseases might shed 
more light on the difference but 
the latter would hardly explain 
why there were 11,300 more males 
than females under 15 years old 
in hospitals. 

One of the major factors in the 
difference was found in a break- 


down of patients in hospitals under 
various types of controls. There 
were 98,605 more males than fe- 
males in Veterans Administration 
hospitals and also more men than 
women in other federal hospitals. 
In general nongovernmental hos- 
pitals, however, women exceeded 
men by 64,631. In state hospitals, 
which accounted for slightly less 
than half of all patients, the num- 
ber of males and females was prac- 
tically the same—277,546 and 277,- 
270. 


"53 Aid to Hospitals, Nursing 
Nears Half Million Mark 


During the 1953-54 fiscal year, 
approximately $550,000 of the 


‘Kellogg Foundation’s total U. S. 


program expenditures represented 
aid to hospitals and nursing. 
Grants totally $154,622 financed, 


- in whole or in part, the following 


hospital programs: study to evalu- 
ate the present hospital admistra- 
tion curricula in North American 
schools, establishment of a central 
accounting service for 30 small hos- 
pitals in the Province of Manitoba, 
a study of costs of providing ade- 
quate hospital services and the. 
best systems of payment for these 


“services, and the American College 


of Surgeons’ program to establish 
a medical audit. 

Aid to the nursing field ($395,- 
114) was directed at programs for 
the development and improvement 
of nursing service administration. — 
A pilot project was conducted to 
determine the need for introduc- 
tion of scientific management 
methods into hospitals. With the 
cooperation of national nursing 


organizations and the Common- 


wealth Fund, the Foundation as- 
sisted in the development of the 
nurse aide training project and the 
establishment of nursing schools in 
four Southern universities. . 


Portions of Task Force Report 
To Be of Interest to Hospitals 


Due for publication within a 
matter of weeks is the report of 
the Hoover Commission's medical 
task force, which spent a year in 
study of all federal medical and 
hospital activities, military and 
civilian. 

A progress report issued by the 


Commission early in January sim- 


ply described the organization of 
the various task forces and gave 
no findings or conclusions.:Of the 
medical group, the report said: 
“This task force studied the 
medical and health activities of the 
government, both as to policy and 
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operations. It has considered the 
problems of medical care, pre- 
ventive health standards and 
measures, hospital construction, 
medical research and education, 
and training. The relationship be- 
tween the various federal agencies 
has been surveyed. These activities 
have been evaluated as to their 
effectiveness under conditions of 
peace, in preparation for war, and 
under partial and complete mobil- 
ization.” 

The medical task force’s rec- 
ommendations on veterans’ hos- 
pitalization, health services for de- 
pendents of military personnel, 
governmental utilization of hospi- 
talization prepayment plans and 
administrative reforms will be of 
particular interest to the nation’s 
hospitals. 

Dr. Theodore G. Klumpp, pres- 
ident of Winthrop-Stearns, Inc., 
New York City, and Dr. Edwin L. 
Crosby, director of the American 
Hospital Association, serve as 
chairman and assistant chairman, 
respectively, of the Commission’s 
Task Force on Medical Services. 

Besides the medical task force 
report, the Commission plans to 
publish a quantity of study ma- 
terial in the form of appendixes 
and the findings of a special sub- 
committee on health insurance. Rt. 
Rev. Msgr. Donald A. McGowan, 
director, Bureau of Health and 
Hospitals, National Catholic Wel- 
fare Conference, Washington, D. C.., 
served as chairman of the sub- 
committee. 


Group Rules JCAH Approval 
Criterion for Membership 


Hospitals must be accredited 
by the Joint Commission on Ac- 
creditation of Hospitals to be eli- 
gible for Types I and II institu- 
tional membership in the Massa- 
chusetts Hospital Association, the 
association’s board of trustees re- 
cently ruled in their new member- 
ship requirements. 

The new requirements demand 
that “institutions having Type I 
and II membership at the time 
these qualifications are adopted, 


but without full approval, must 


obtain such approval by the an- 
nual meeting of the Association in 
1956. 

“Institutions having only provi- 
sional approval by the Joint Com- 
mission are eligible for a provi- 
sional membership in the Massa- 
chusetts Hospital Association. (a) 
Provisional membership requires 
the full payment of dues normally 
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Expect 170 to Attend Midyear Conference 


More than 170 national, provincial, regional and state hospital associ- 
ation leaders are expected to be in Chicago Friday and Saturday, Febru-_. 
ary 4-5, for the annual American Hospital Association Midyear Confer- 
ence of Presidents and Secretaries. City hospital council officers also have 
been invited to attend the conference. The two-day meet, under the 


theme, “Working Together for 
Better Patient Care,’ will feature 
discussion periods on nine general 
topics of interest to the nation’s 
hospitals and two luncheon meet- 
ings. The general sessions will be 
held in the Red Lacquer Room of 
the Palmer House, Friday’s lunch- 
eon in the Crystal Room at 12:15 
p.m. and Saturday’s luncheon in 
Room 18 at 12:45 p.m. 

Following introductory remarks 
by Presiding Chairman Dr. Frank 
R. Bradley, AHA president, and 
Moderator Dr. Edwin L. Crosby, 
Association director, the first dis- 
cussion period will get underway 
on hospital-physician relations. 
Dr. Albert W. Snoke, director of 
the Grace-New Haven (Conn.) 
Community Hospital, will report 
on national activities in this area. 

Representatives from Iowa, 
Michigan and Massachusetts will 


assessed Type I and II members 
and the same privileges offered by 


the Association except that such 


institutional membership does not 
include the privilege of voting. 
“Institutions not fully or provi- 
sionally approved by the Joint 
Commission on Accreditation can- 
not be eligible for Type I and II 
membership in the Massachusetts 
Hospital Association. Institutions 
now presently members of the 
Massachusetts Hospital Associa- 
tion, but not fully or provisionally 
approved by the Joint Commission 
by the annual meeting of the As- 
sociation in 1956, shall be dropped. 


Application for membership may 


be submitted at such time as the 
institution receives provisional or 
full approval.” 


Utah Hospital Association 
Chooses New Officers 


Mrs. Naoma T. Mason, R.N., ad- 
ministrator of the Primary Chil- 
dren’s Hospital, Salt Lake City, 
was elected president for the year 
1955 of the Utah Hospital Associ- 
ation. 

Elected vice president was Ken- 
neth E. Knapp, administrator of 
the Thomas D. Dee Memorial 
Hospital, Ogden. Dan W. Manning, 
administrator of Sevier Valley 
Hospital, Richfield, was reélected 
secretary -treasurer. 


review recent actions or group ac- 
tivities in their states that directly 
concern the problem of hospital- 
physician relations. The speakers 
include Louis B. Blair, superin- 
tendent of St. Luke’s Methodist 
Hospital, Cedar Rapids; Andrew 
Pattullo, director of the Division of 
Hospital Facilities, W. K. Kellogg 
Foundation, Battle Creek and Dr. 
George R. Dunlop, chairman of the 
Committee on Hospital and Pro- 
fessional Relations, Massachusetts 
Medical Society, Worcester. 
Hospital-nursing relations is the 
second topic for discussion. Dr. 


‘Hugo V. Hullerman, director of 


hospital services, United Hospital 
Fund, New York City, will present 
the national viewpoint on this 
problem as it relates to nurse ac- 
creditation, teacher and. hospital 
training of nurse aides and prac- 
tical nurse training. 

The 30-minute report on state 
activities in hospital-nursing re- 
lations will be given by Marion 
Alford, R.N., director, Department - 
of Hospital Nursing, National 
League for Nursing, (teacher-stu- 
dent nurse aide training pro- 
grams); Robert S. Hoyt, adminis- 
trator of the Lutheran Hospital of 
Maryland, Baltimore, (teacher 
training nurse aides) and Robert 
W. Gloman, administrator of the 
Wilkes-Barre (Pa.) General Hos- 
pital, (Pennsylvania Nurse Eco- 
nomic Security Program). 

At Friday’s luncheon meeting, 
Dr. Kenneth B. Babcock, director 


of the Joint Commission on Ac- 


creditation of Hospitals, will ad- 
dress the group on special JCAH 
study committees. 

Friday afternoon’s general ses- 
sions will take up legislation, 
small hospitals and institutes. J. 
Douglas Colman, vice chairman of 
the AHA Council on Government 
Relations, will open the legislation 
session with a review of his Coun- 
cil’s function. Council Secretary 
Kenneth Williamson will then re- 
view current legislative proposals. 
State-wide legislative activity af- 
fecting hospitals in California and — 
Connecticut will be commented 
upon by Fred W. Moore, president- 
elect of the California Hospital As- 
sociation, and by André Blumen- 
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thal, president-elect of the Con- 
necticut Hospital Association, re- 
spectively. 

The function of the Council on 
Association Services as it relates 
to small hospitals nationally is the 
subject of Stuart K. Hummel’s re- 
marks. Howard F. Cook will then 
note additional services for small 
hospitals in light of the new ex- 
pansion program. Mr. Hummel is 
chairman and Mr. Cook is secre- 
tary of the AHA Council on As- 
sociation services. 

Special programs to aid small 
hospitals in Nebraska and Missis- 
sippi will be reported on by Her- 
bert A. Anderson, president of the 
Nebraska Hospital Association, and 
Charles W. Flynn, executive secre- 
tary of the Mississippi Hospital 
Association. 

Institutes, short courses and re- 
fresher courses offered on a na- 
tional level is the subject of Verne 
Kallejian’s remarks. Mr. Kallejian 
is AHA director of education. 
Mary C. Schabinger, R.N., admin- 
istrator of the DeEtte Harrison 
Detwiler Memorial Hospital, Wau- 
seon, Ohio, and Kenneth J. Holm- 
quist, president of the Minnesota 
Hospital Association, will discuss 
state-wide institutes. 


Saturday’s meeting will feature 


50-minute sessions on uniform ac- 
counting, Blue Cross, hospital in- 
surance and auxiliaries. Arkell B. 
Cook, a member of the AHA Com- 
mittee on Financial Management, 
will note anticipated accounting 
aids for hospital on a national level 
with AHA Accounting Specialist 
Ronald Jydstrup concentrating his 
remarks on two specific accounting 
aids, cost and small hospital ac- 
counting manuals. 

Accounting systems that have 
been set up in Oklahoma and Man- 
itoba will be described by Ce- 
leste K. Kemler, R.N., administra- 
tor of Valley View Hospital, Ada, 
Okla., and Robert G. Goodman, 
executive secretary of Associated 
Hospitals of Manitoba, Winnipeg. 

William S. McNary, executive 
vice president of Michigan Hos- 
pital Service, Detroit, will open 
the Blue Cross session with his 
presentation on national problems 
of enrollment and control... Case 
studies on enrollment and control 
problems will be reported to the 
- group by G. F. Liechty, assistant 


director of the Blue Cross Plan for | 


Hospital Care, Chicago, and James 
E. Stuart, executive director of 
Hospital Care Corporation, Cincin- 
nati, respectively. 

Ronald Yaw, chairman of the 
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New Rules on Broadened H-B Program 


New regulations governing the operation of the broadened Hill-Burton 
program contain data of particular interest to institutions and organiza- 
tions contemplating construction or expansion of outpatient clinics, 
chronic diseases hospitals, nursing homes and rehabilitation facilities. The 
regulations, which went into effect January 12, were officially promulgated 


in the January 5 issue of the Fed- 
eral Register. For the current fiscal 
year, ending June 30, 1955, $21 
million in federal grant money ‘is 
available. 

The main features of the report 
include: 
_ Outpatient facilities. Each state 
will be permitted to have no more 
than one outpatient center per 
10,000 population, the size or ca- 
pacity of the center not being taken 
into reckoning. 

In the regulations a diagnostic 
or treatment center is defined as 
follows: “A _ facility providing 
community service for the diagno- 
Sis or diagnosis and treatment of 


AHA Committee on Insurance for 
Hospitals, is the first speaker on 
the hospital insurance session. 
Following his remarks on the 
Committee’s activities, AHA In- 
surance Specialist William T. Rob- 
inson will discuss the insurance 
manual now being prepared. 

Hospital insurance activities on 
the state level will be commented 
upon by Ritz E. Heerman, general 
manager of the Lutheran Hospital 
Society of Southern California, 
Los Angeles, and Charles S. Pax- 
son Jr., superintendent of Del- 
aware County Hospital, Drexel 
Hill, Pa. 

Hospital auxiliary activity pro- 
grams and organizational struc- 
tures will be the subjects of dis- 
cussion for Mrs. Cecil D. Snyder 
and Elizabeth M. Sanborn at the 
auxiliaries’ session. Mrs. Snyder 


and Miss Sanborn serve as chair- 


man and secretary, respectively, of 
the AHA Committee on Hospital 
Auxiliaries. 

Two members of the AHA Com- 
mitte on Hospital Auxiliaries, Mrs. 
George C. Capen and Mrs. James 
C. Enyart, will report on auxili- 
aries in Connecticut and Iowa. 

The luncheon meeting on Satur- 
day will close the 1955 Midyear 
Conference. AHA President-elect 
Ray E. Brown will address the 
group on expansion of national and 
state activities with particular em- 
phasis on the codrdination of state 
and national activities to best serve 
and assist hospitals and the health 
field in meeting their needs and 
problems. 


ambulatory patients, which is 
operated in connection with a hos- 
pital, or in which patient care is 
under the professional supervi- 
sion of persons licensed to practice 
medicine or surgery in the State, 
or, in the case of dental diagnosis 
or treatment, under the profes- 
sional supervision of persons li- 
censed to practice dentistry in the 
State. This includes outpatient de- 
partments and clinics of public 
or nonprofit hospitals.” 

Applicants must be. either “(1) 
a State, political subdivision, or 
public agency, or (2) a corpora- 
tion or an association which owns 
and operates a nonprofit hospital.” 

Chronic disease hospitals. These 
units are hospitals “for the treat- 
ment of chronic illness, including 
the degenerative diseases, and in 
which treatment and care is ad- 
ministered by or under the direc- 
tion of persons licensed to practice 
medicine or surgery in the State. 
The term does not include hospi- 
tals primarily for the care of men- 
tally ill or tuberculosis patients, 
nursing homes and institutions the 
primary purpose of which is domi- 
ciliary care.” 

Nursing homes. The report in- 
cludes the following definitions for 
a nursing home: “a facility which 
is operated in connection with a 
hospital, or in which nursing care | 
and medical services are pre- 
scribed by or performed under the 
general direction of persons li- 
censed to practice medicine or sur- 
gery in the State, for the accom- 
modation of convalescents or other 
persons who are not acutely ill and 
not in need of hospital care, but 
who do require skilled nursing 
care and related medical services: 
The term ‘nursing home’ shall be 
restricted to those facilities, the 
purpose of which is to provide 
skilled nursing care and related 
medical services for a period of 
not less than 24 hours per day to 
individuals admitted because of 
illness, disease, or physical or men- 
tal infirmity and which provide a 
community service.” 

No nursing home with less than 
ten beds will be eligible for aid 
unless it is a sub-unit or part of 
a hospital. The state allowance 
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ratio is a maximum of three beds 
per 1,000 population. However, in 
the interest of flexibility, states 
may have up to four per 1,000 
population if their chronic hospi- 
tal and nursing home beds com- 
bined do not exceed five beds per 
1,000 population. 

Rehabilitation centers. This unit 
is defined as a facility “providing 
community service which is oper- 
ated for the primary purpose of 
assisting in the rehabilitation of 
disabled persons through an integ- 
rated program of medical, psy- 
chological, social, and vocational 
evaluation and services under 
competent professional supervi- 
sion. The major portion of such 
evaluation and services must be 
furnished within the facility; the 
facility must be operated either in 
connection with a hospital or as a 
facility in which all medical and 
related health services are pre- 
scribed by, or are under the gen- 
eral direction of, persons licensed 
to practice medicine or surgery in 
the State. 

“(2) An integrated program 
brings together as a team special- 
ized personnel from the medical, 
psychological, social, and voca- 
tion areas for the purpose of pool- 
ing information, interpretations 
and opinions for the development 
of a rehabilitation plan of services 
in which the disabled individual 
is viewed as a whole. When mem- 
bers of the team contribute to the 
diagnosis and treatment of illness, 
their contributions must be coor- 
dinated under medical responsi- 
bility. These integrated services 
may be provided in a facility to 
care for many types of disabilities 
or a single type of disability.” 

The allowance ratio, per state, 
is one center per 300,000 popula- 
tion. Priority will be higher for 
projects in population centers and 
in proximity to medical centers. 


John Mulford Resigns 
As Hospital Council Chairman | 


John Mulford, Philadelphia at- 
torney, last month resigned as 
chairman of the Hospital Council 
of Philadelphia because of his 
health. Mr. Mulford was first 
elected to the position in June 
1952. 

Shortly after becoming chair- 
man of the Council, he was elected 
a trustee of the Hospital Associa- 
tion of Pennsylvania. He is also 


a trustee of the Hospital of the. 


Women's Medical College of 
Pennsylvania, Philadelphia. 
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Harry Becker Appointed 
To Blue Cross Post 


Harry Becker, former associate 
director of the Commission on Fi- 
nancing of Hospital Care, has been 
appointed pro- 
gram consultant 
to Blue Cross 
Plans, with 
headquarters at 
Health Service, 
Inc., Chicago. 

Mr. Becker 
will work with 
BlueCross Plans . 
on special prob- 
lems involving 
interpretation of 
the role of voluntary prepayment 
in financing hospital care. During 
the next few months, he will be 
working on plans for the coverage 
of federal government employees 
and their dependents. 

Mr. Becker will continue his 
teaching responsibilities in the 
Northwestern University program 
in hospital administration. 


Annie Warburton Goodrich, 
Nursing Leader, Dies 


Annie Warburton Goodrich, 89, 
founder of the first graduate school 
of professional nursing in the world 
at Yale University, died January 1 
at Cobalt, Conn. An outstanding 
leader in the nursing profession 
for more than 60 years, Miss Good- 
rich could count among her many 
accomplishments the establishment 
of the U. S. Army’s first school for 
nurses, chief inspecting nurse for 
the Army Nurses Corps during 
World War I, and the privilege of 
serving as the first woman dean of 
Yale University. 

In her last official post, Miss 
Goodrich served as special nursing 
education consultant to the U. S. 
Public Health Service in 1942. 

A graduate of the New York 
Hospital School of Nursing, Miss 
Goodrich served as superintendent 


MR. BECKER 


‘of nursing at the New York-Post- 


graduate Hospital, St. Luke’s Hos- 
pital and New York Hospital. She 
was general superintendent of the 
training school for nurses at Belle- 
vue and Allied Hospitals, New York 
City, from 1907 to 1910. 

For her service during World 
War I, Miss Goodrich received the 
Distinguished Service Medal. At 
New York’s World Fair in 1939, 
she was named one of the 12 out- 
standing women of the last 50 
years for her contributions to the 
welfare of the community. Yale 
University and Russell Sage Uni- 


versities and Mount Holyoke Col- 
lege conferred honorary degrees 


on her. 


Miss Goodrich is a past president 
of the American Nurses’ Associa- 
tion, American Federation of 
Nurses, the Association of Colle- 
giate Schools of Nursing and the 
International Council of Nurses. 
She has also served as vice presi- 
dent of the Florence Nightingale 
International Foundation. 


Congressman Expresses Interest 


_ In Care for Aged and Indigent 


Rep. J..Percy Priest, (D., Tenn.), 
new chairman of House Commit- 
tee on Interstate and Foreign Com- 
merce, has made it known that he 
will pay particular attention to the 
Administration’s health bills and 
perhaps introduce some of his own. 

Although Representative Priest 
still has no preconceived notions 
on reinsurance or any other type 
of program, he is especially inter- 
ested in two things: provision of 
good hospital and medical care for 
the aged and indigent, and finan- 
cial relief for those schools of med- 
cine and nursing which are in 


economic difficulties. 


During the past six months, in 
his home town of Nashville, Rep- 
resentative Priest has, on many 
occasions, been an on-the-scene 
observer of clinical practices and 
procedures of the city’s hospitals 
and Vanderbilt University School 
of Medicine. From his observa- 
tions, he declared, he is convinced 
that the federal government has a 
proper, legitimate role to play to- 
ward achievement of healthier in- 
stitutions of learning and improved 
hospital services for the millions of 
citizens who are not reached by 
voluntary, prepaid, health insur- 
ance. 


Certain Veterans Benefits 
Cutoff Last Month 


January 31 was the effective cut- 
off date for certain veterans’ ben- | 
efits associated with the 1950-53 
Korean conflict, including hospi- 
talization and medical care bene- 
fits in nonservice-connected cases. 

An official statement by the 
Veterans Administration explained 
that: 

“Those entering service after 
January 31, 1955, will be entitled 
to VA hospitalization or domicili- 
ary care only if they are dis- 
charged for disabilities incurred in 
service in line of duty or if they 
are receiving VA compensation for 
service-connected disabilities. To 
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be entitled to domiciliary care, 
they also must be incapacitated 


from earning a living and have no — 


adequate means of support. 

“Those entering service after 
January 31, 1955, may establish 
eligibility for outpatient medical 
and dental care if they are dis- 
charged for disabilities incurred in 
line of duty or if they are receiv- 
ing VA compensation for service- 
connected disabilities, provided 
they meet all other specified eligi- 
bility requirements.” 

Education and training benefits 
under the Korean GI bill also have 
been terminated for persons en- 
tering military service after Janu- 
ary 31. This program is now due 
to be terminated January 31, 1963, 
or eight years after discharge or 
release from active military duty, 
whichever is earlier. Eligible vet- 
erans will not receive further 
training beyond January 31, 1963. 


Milwaukee Sanitarium Under 
New Type of Operation — 


The Milwaukee - Sanitarium, 
Wauwatosa, Wis., organized in 
1884 as a stockholding corporation, 
is now under a new type of oper- 
ation.. 

The corporation assets were 
purchased by the Ada P. Krad- 
well Memorial Foundation, estab- 
lished in 1946 by Dr. William T. 
Kradwell in memory of his wife. 
This Foundation forms the nucleus 
for the large organization which 
is now known as the Milwaukee 
Sanitarium Foundation, organized 
as a non-profit hospital. 

The sanitarium’s administration 
feels the change presents an op- 
portunity for a larger scope in the 
educational, research and treat- 
ment aspects of the sanitarium’s 
operations. 

It is planned to develop a three- 
year residency in psychiatry and 
to promote affiliations for psychi 
atric nursing as soon as possible. 


Dr. T. G. Kiumpp Named 
To Rehabilitation Council | 


Dr. Theodore G. Klumpp, pres- 


ident of Winthrop-Stearns, Inc., 


has been appointed a member of 
the National Advisory Council on 
Vocational Rehabilitation, a new 
federal agency organized to restore 
the nation’s handicapped to useful 
lives. 

The appointment to a four-year 
term was made by Nelson A. 
Rockefeller, acting secretary of 
the Department of Health, Educa- 
tion and Welfare, under the terms 
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of the Vocational Rehabilitation 
Act of 1954. Enacted unanimously 
by both Houses of Congress, the 
Act is the second to be passed in 
President Eisenhower’s four-point, 
national health program. 

The Act provides for a major 
expansion of the country’s reha- 
bilitation services. Goal of the pro- 
gram is to restore 200,000 persons 
a year to useful lives by 1959. The 
present level is approximately 
60,000 annually. 

Dr. Klumpp is chairman of the 
Hoover Commission’s Task Force 
on Medical Services. 


NYC Purchasing Agents 
Establish Association 


Association of Hospital Purchas- 


ing Agents, recently organized 
group of New York City hospital 
purchasing agents, was established 
to foster and promote the devel- 
opment and application of efficient 
purchasing methods. 

Other objectives of the new as- 
sociation are: to collect and dis- 
seminate useful information to its 
members, to provide the means for 
carrying out research and investi- 
gation, and to sponsor such other 
methods and activities as may be 
useful or necessary in providing 
its members with facilities for ef- 
ficient procurement. 

Timothy J. Cronin, purchasing 
agent for Methodist Hospital of 
Brooklyn, is president of the asso- 
ciation. 


Mississippi Attorney General 
Rules on ality of Discounts 


_ The attorney general of Missis- 
sippi has ruled that it is illegal for 
county or municipal hospitals to 
grant discounts to patients and to 
give gifts to employees. 

The ruling was asked on two 
specific questions by Reed B. 
Hogan, administrator of Coahoma 
County Hospital, Clarksdale, Miss.: 

1. It is customary throughout 
the country for hospitals to grant 
discounts on their bills to em- 
ployees and allied professions in 
varying degrees. Are discounts to 
employees, physicians, ministers, 
etc., legal in Mississippi? 

2. Is it legal for a county owned 
and operated institution to give 
gifts to employees, such as Christ- 
mas gifts? 

The answer by the attorney gen- 
eral to question one stated that 
“though it may be customary in 
private hospitals, under Section 96 
of the Constitution of 1880, in my 
opinion, it would not be proper 
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Recommend Use of Standard Nomenclature 


The following statement on the hospital’s use of the Standard Nomen- 


clature of Diseases and Operations, and the International Statistical Class- — 


ification of Diseases, Injuries and Causes of Death has been approved by 
Doris Gleason, executive director of the American Association of Medical 
Record Librarians; Dr. Kenneth B. Babcock, director of the Joint Com- 


mission on Accreditation of Hos- 
pitals; Dr. Austin Smith, editor of 
the Journal of the American Med- 
ical Association, and Dr. Edwin L. 
Crosby, director of the American 
Hospital Association: 

“The Standard Nomenclature 
should be used by the medical 
staffs of all hospitals to report the 
clinical diagnoses on patients dis- 
charged from the hospital. The 
terms in the Standard Nomencla- 
ture are approved standard terms 
for describing and recording clin- 
ical and pathological observations 
so as to provide a universal and 
uniform terminology of diagnoses. 

“In addition, it is recommended 
that the medical record librarians 
use the numbers of the Standard 
Nomenclature, in establishing the 
diagnostic index for the hospitals. 
The number of groups used should 
be determined locally and depend- 


ing on such considerations as the 


number of patients seen and the 
desires of the medical staff, as 
recommended by the Medical Rec- 
ords Committee. 

“Preliminary study has _ indi- 
cated that certain modifications of 
the International Statistical Class- 
ification might render that list 
adaptable for use as a diagnostic 
index. It is strongly recommended, 
however, that until the effective- 
ness of these modifications has 
been evaluated through the media 


‘of pilot studies that the Standard 


Nomenclature of Diseases and Op- 


erations be used by hospitals both 


as a nomenclature and as a classi- 
fication system for indexing dis- 
eases and operations.” 


to grant discounts to pay patients 
in city and county owned hospi- 
tals. 

“Section 96 states, in part, “The 


legislature shall never grant extra 


compensation, fee, or allowance to 
any public officer, agent, servant 
or contractor, after service rend- 


- ered or contract made...’ Such 


benefits would be in the nature of 


_ ‘extra compensation, fee, or allow- 


ance.’ If the prohibition applies to 
the legislature, our cases have held 
that it likewise applies to creatures 
of the legislature.” | 

The answer to the second ques- 
tion was in the negative for the 
same reason. 


LIST OF STANDARD, NOMENCLATURE 
CHANGES, ADDITIONS AVAILABLE 

A list of the additions, deletions 
or other changes in coding and 
classification since the publication 
of the fourth edition of the Stand- 
ard Nomenclature of Diseases and 
Operations is now available in 
reprint form at cost price from the 
Office of Standard Nomenclature, 
535 N. Dearborn St., Chicago. 

It is suggested that each user of 
the Standard Nomenclature add 
this list as an attachment to the 
present volume. 


Dr. Albert Schweitzer 


Celebrates 80th Birthday 


Dr. Albert Schweitzer, African 
hospital leader, missionary and 
surgeon, celebrated his eightieth 
birthday on January 14. Founder 
and administrator of the jungle 
hospital at Lambarene, French 
Equatorial Africa, Dr. Schweitzer 


made his last visit to the United 


States seven years ago. (For a 
graphic description of hospital care 
half-a-world away, see HOSPITALS, 
May 1954, p. 80.) 


A recipient of both the Nobel 


Peace and Goethe Memorial prizes, 
Dr. Schweitzer has also received 
world-wide reknown as a musi- 
cologist. He is the recipient of 
numerous honorary degrees for 
his humanitarian and cultural en- 
deavors. 


Hospitals, Principal Beneficiary - 
Of Federal Research Grants 


Hospitals, medical schools and 
universities are principal benefi- 
ciaries of $10,275,533 in federal 
research grants approved recently 
by Dr. Leonard A. Scheele, sur- 
geon general of the Public Health 
Service. 

The total represents about 30 
per cent of the funds that Congress 
made available to the Public 
Health Service for this purpose in 
the current fiscal year, which ends 
June 30. | 


Among the grantees are: Cedars — 


of Lebanon Hospital, Los Angeles, 
$28,974; Los Angeles County Hos- 
pital, $16,839; National Jewish 
Hospital, Denver, $3,672; Chil- 
dren’s Hospital, Washington, D. C.., 


$43,149; Michael Reese Hospital, - 
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HM-1100 


Combination Treatment 
and Wading Tank of 
stainless steel —for Sub- 
aqua Hydromassage 
and thermal therapy... 
complete with electric 
turbine ejectors and 
aerators, turbine car- 
riages and elevators, 


PB-110 


‘Hand, Elbow, and Foot 
Poraffin Bath with Re- 
movable Stand — Stain- 
less steel, double - wall 
construction ... well in- 
sulated . . . thermostati- 
cally controlled electric 


thermostatic water mix- 
ing valve, dial thermom- 
eter, accessories and 


overhead carrier. 


heating. 


LITERATURE ON REQUEST 


ELECTRIC CORPORATION 50 mii report, 


KOHLER Electric Plants 


... Stand-by protection for 
hospitals, sanitariums 


When storms, floods or acci- 
dents cut off central station 
power, Kohler stand-by 
plants insure uninterrupted 
use of nurses’ call bells, op- 
erating room and exit lights, 
elevators, baby incubators, 
X-rays, ironlungs, 
sterilizers. Take 
over critical loads 
automatically. 
Sizes 1000 watts 
to 30 KW. Install 
now—before the 
emergency! Write 
for folder A-5. 


The Presbyterian Hospital 
AT COLUMBIA - PRESBYTERIAN MEDICAL CENTER 


NEW YORK CITY 


THE PRESBYTERIAN HOSPITAL IN THE CITY 
OF NEW YORK is the corporate title for all the 
voluntary hospitals and clinics at the Columbic- 
Presbyterian Medical Center, consisting of: 
Babies Hospital, Institute of 
Neurological Institute, New York Orthopa 
Hospital, Squier Urological Clinic, Sloane Hos- 
pital for Women, Vanderbilt Clinic, Harkness 
Pavilion, Mary Harkness Convalescent Home. 
Columbia University is responsible, through the 
Faculty of Medicine, for the teaching ond re- 


Model 35R81, 35 KW, 120/208 volt AC. 


search rams, - ba the nomination of the Remote starting. 

professional staff of the hospitals ot Medical 

Center. Kohier Co, Kohler, Wisconsin 1873 
BERBECKER SURGEONS NEEDLES KOH LER or KOH LER 
Made in England for the Surgeons and Hospitals of America FIXTURES NEATING 


ELECTRIC PLANTS « alm. COOLED ENGINES PRECISION CONTROLS 


JULIUS BERBECKER & SONS, 15 E. 26th NEW YORK 10 
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FLEET OF AMERICA, INC., 430 Dun Building, Buffalo 2, New York 


142 


Chicago, $84,086; Sinai Hospital of 
Baltimore, $66,946; Boston Lying- 
In Hospital, $11,923; Massachusetts 
General Hospital, Boston, $148,643; 
New England Deaconess Hospital, 
Boston, $37,663; and Henry Ford, 
Hospital, Detroit, $14,700. 

Other recipients of grants in- 
clude St. Barnabas Hospital, Min- 
neapolis, $19,764; Jewish Hospital, 
St. Louis, $13,500; St. Louis State 
Hospital, $42,488; Children’s Hos- 
pital, Buffalo, $8,337; Hospital for 
Joint Diseases, New York City, 
$6,995: Montefiore Hospital, New 
York City, $20,000; Mount Sinai 
Hospital, New York City, $63,247; 
St. Luke’s Hospital, New York 
City, $17,368; Harlem Hospital, 
New York City, $54,999; Beth Israel 
Hospital, New York City, $5,500; 
Bronx Hospital, New York City, 
$6,002; Nassau Hospital, Mineola, 

Y., $3,240; Children’s Hospital, 
Cincinnati, $8,667; Children’s Hos- 
pital of Philadelphia, $9,171; Mon- 
tefiore Hospital, Pittsburgh, $8,500; 
Presbyterian Hospital, Philadel- 
phia, $10,188; and Firland Sana-_ 
torium, Seattle, $7,273. 


Yale University to Build 
Biophysics Laboratory 


Yale University is the recent 
recipient of a $3,160,000 grant for 
research and training in biophysics 
and the construction of a new re- 
search laboratory. 

Until now biophysics at Yale 
has been predominantly a part of 
the physics department. The re- 
cent grant of The John A. Hartford 
Foundation calls for a_ 10,000 
sq. foot research laboratory in 
Valhalla, N. Y. The instructional 
phase of the new biophysics pro- 
gram will be centered in New 
Haven, Conn. 

Ernest C. Pollard, professor of 
biophysics at Yale, is chairman of 
the new Department of Biophysics. 


Choose Dr. H. R. Leavell 
NHC President-elect 


Dr. Hugh Rodman Leavell was 
chosen president-elect of the Na- 
tional Health Council by its board 
of directors at a recent meeting. 
Dr. Leavell replaces the late Dr. 
T. Duckett Jones. Dr. Leavell will 
succeed to the presidency at the 
council’s annual meeting in March. 

Dr. Leavell has been professor 
and head of the Department of 
Public Health Practice of the Har- 
vard School of Public Health in 
Boston since 1946. Prior to that 
time he was assistant director of 
the Division for Medical Sciences 
of the Rockefeller Foundation. 
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RECIPROCAL AGREEMENTS PROVIDE — 
Improved Service for Members Hospitals 


The emergence of Blue Cross, prepayment, hospitalization plans as a 
national institution from a loosely-knit organization of 84 Plans through- 
out the country is a dividing point in the 25- -year: history of Blue Cross. 


Kentucky Governor Proclaims 
Blue Cross Week for State 


By proclamation of the gover- 
nor, “Blue Cross Week” recently 
was celebrated in the state of Ken- 
tucky. 

Gov. Lawrence W. Wetherby 


GOV. L. W. WETHERBY 


proclaimed the week of December 
20, 1954, as “Blue Cross Week” in 
honor of the 25th anniversary of 
the national Blue Cross movement 


and the 20th anniversary of the - 


Blue Cross Hospital Plan, Inc., 
Louisville. 


While the first 16 years of Blue 
Cross were characterized by spec- 
tacular growth, the last nine years 
have been times of internal man- 
agement. improvements. 

Between 1929 and 1944, mem- 
bership in Blue Cross Plans grew 
from an estimated 1,500 in one 
Plan to more than 14 million per- 
sons in 77 Plans. During World 
War II, new Plans came into ex- 
istence and other Plans were en- 
rolling large percentages of the 
population in their areas. 

Enrolling employee groups in 


large industries provided Blue 
Cross leaders with a tremendous 
challenge. Codrdinating’ enroll- 
ment activities, providing for out- 
of-town benefits and deciding uni- 
form benefits were problems nec- 
essary to be overcome before Blue 
Cross could offer large business 
firms the most effective service. 
This process is still incomplete. 
Immediately after the close of 
the war, new programs began to 


Highlighting the week was a 
special luncheon in Louisville, 
December 20, at which the original 
board of trustees of the Kentucky 
Plan were honored. 

D. Lane Tynes, executive direc- 
tor of Blue Cross Hospital Plan, 
Inc. and Kentucky Physicians Mu- 
tual, Inc., Louisville, announced 
during the luncheon that the Ken- 
tucky Blue Cross Plan had paid 
$22,676,530 since August of 1938 
for hospital care-of 383,968 mem- 
bers. Membership in the Kentucky 
Blue Cross Plan at the end of Oc- 
tober 1954, was 455,914 persons. 


Develop New Nongroup Plan 


NEW NON-GROUP PLAN Developed 
BLUE CROSS-BLUE SHIELD 


PRESIDENT-ELECT of the American Hospital Association Ray E Brown [left) and Wendell 
Carlson (right), president of the Illinois Hospital Association, congratulate R. T. Evons 
(center), executive director of the Blue Cross Plan for Hospital Care and Illinois Medical 
_ Service, Chicago, on developing a new plan for extending protection to individuals and 
their families on a nongroup basis. Decatur, Ill. was selected for a test campaign. A 200- 
member volunteer group joined in promoting the enrollment drive by working at booths, 
appearing on television and radio programs and by disseminating posters and literature on 
the new benefits. Plans are being made to hold nongroup enrollments in other cities. 
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(EDITOR'S NOTE: Each month 
during the 1955 twenty-fifth 
anniversary celebration of Blue 
Cross prepayment plans, Hos- 
PITALS will publish an article 
on activities of Plans or a phase 
of Blue Cross history. The ar- 
ticle this month discusses na- 
tional reciprocity agreements 
used by Blue Cross Plans. Stor- 
ies on early Blue Cross history 
and the first Blue Cross baby 
born in the United States have 
appeared in earlier issues of 
HOSPITALS. ) 


be introduced to accommodate 
Blue Cross to its new national re- 
sponsibility. Three national recip- 
rocal agreements between Blue 
Cross Plans were established to 
provide better services to mem- 
bers and hospitals; all three re- 
placed earlier informal programs 
aimed at the same objectives. 

The Inter-Plan Service Benefit 
Bank Agreement, now nearing 
completion of its sixth year of op- 
eration, was started to provide 
benefits to members of Plans who 
are hospitalized in Plans outside 
their home area. In 1954, the Bank 
cleared 241,115 cases, an all-time 
high, at a payment of more than 
$30 million. Since the Bank was 
started, 937,681 cases have been 
cleared at a cost of more than 
$102 million. 

The Inter-Plan Transfer Agree- 
ment, initiated in October 1951, i 
a means for the orderly transfer 
of direct-pay Blue Cross members 
who have changed permanent res- 
idence. 

The Local Benefit Agreement for 
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PRIVATE CITIZEN Harry S. Truman reod a newspaper advertisement recently for nongroup 


Former President Enrolls 


enrollments in Group Hospital Service, Inc. (Blue Cross) and Surgical-Medical Care (Blue 
Shield), Kansas City, Mo. Mr. Truman clipped the return mail coupon, signed Mrs. Truman 
and his names to it and sent it into the Plans. It wasn't until several weeks later that stoff 
personnel—while processing enrollment cards—noticed the former President's application for 
membership. Mr. Truman is shown here receiving Blue Cross and Blue Shield membership 
certificates from Bishop G. L. De Lapp (seated), president of the board of the Kansas City 
Blue Cross Plan. Standing are: F. K. Helsby, executive director of the Blue Cross and 
Blue Shield Plans and Marion Polk of the Blue Cross Plan's staff. 


National Accounts, the newest of 
reciprocity agreements, provides 
uniform procedures for enrolling 
and servicing national accounts 
which are consolidated through 
one “control’’ Plan but which are 
enrolled on the basis of certificates 
regularly offered by those Plans 
serving the areas where employees 
of the account are located. 

In addition, Health Service, In- 
corporated has been established to 
provide uniform benefits and rates 
on a nation-wide basis to firms 
with employees and plants in more 
than one Plan area. Health Serv- 
ice, Incorporated was organized in 
1949 as a stock insurance company 
whose stock is wholly owned by 
the Blue Cross Association, an IIli- 
nois not-for-profit corporation es- 
tablished by the Blue Cross Com- 
mission upon authorization given 
by the Plans. | 

Another way of enrolling na- 
tional accounts by Blue Cross 
Plans is through a “syndicate” ar- 
rangement. Through the “syndi- 
cate” type of national enrollment, 
a firm arranges with the Blue 
Cross Plan in its headquarters city 


to provide Blue Cross coverage for — 
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its employees in other cities 
throughout the country. The Plan 
in the headquarters city then con- 
tracts with the other Plans in- 
volved to provide uniform benefits 
to employees outside the home 
Plan area. 

More recently, the 84 Blue Cross 
Plans have entered a national ad- 
vertising agreement and a license 
agreement. 

The national advertising pro- 


- gram was approved by Blue Cross 


Plans during 1953 with a schedule 
for 25 advertisements to run in 


Life, Look and The Saturday Eve- | 


ning Post. The program recently 
was extended to include adver- 
tisements in Fortune, Business 
Week, The Nation’s Business, Edi- 
tor and Publisher and The Amer- 
ican Press. 

The license agreement, by which 
Blue Cross Plans convey their 
rights in the Blue Cross service 


mark and words “Blue Cross” in 


trust to the American Hospital As- 
sociation, became effective March 
1, 1954. The agreement is designed 
to prevent the use of the Blue 
Cross symbol and words “Blue 
Cross" by organizations whose op- 


erations are not carried out in a 
manner consistent with the Blue 
Cross tradition. | 

Within the past 25 years, the 
Blue Cross idea has flourished and 
has been accepted as part of the 
American scene. The machinery 
now surrounding Blue Cross has 
grown to enormous proportions. 
What started 25 years ago with a 
single Plan based on a prepayment 
idea for hospitalization has become 
today a vast social force helping 
nearly 47 million people face the 
problem of health care with more 
security. 


District of Columbia Plan 
Offers New Service Contract 


A new hospital service contract 
that will offer up to 180 full bene- 
fit days of hospital care during 
each confinement, was _ recently 
announced by Joseph H. Himes, 
president of Group Hospitalization, 
Inc. (Blue Cross), Washington, 

Subscribers who enroll under 
the new Plan will receive a pre- 
ferred hospital service contract. It 
will be available at a somewhat 
higher cost than the standard hos- 
pital service contract offered by 
the group. 

In addition to providing more 
days of care, the new contract of- 
fers greater benefits to patients 
who are admitted to non-partici- 
pating hospitals. Allowance for 
private accommodations and ma- 
ternity care are increased. More 
days of care will be provided for 
pulmonary tuberculosis and mental 
or nervous disorders. Congenital 
conditions will be covered after a 
ten-month waiting period, and 
coverage will be provided children 
after they attain age of 14 days. 

The contract will be available 
on a group basis to subscribers 
who enroll through groups of 20 
or more employees. 

If a subscriber to Group Hos- 
pitalization, Inc. is admitted to any 
of the approximately 6,000 Blue 
Cross hospitals throughout the 
United States and Canada, he will 
receive the benefits of that hos- 
pital’s Blue Cross Plan. 

The cost of the preferred in- 
dividual hospital service contract 
is $2.08 per month: The preferred 
family contract (husband and 
wife, or husband, wife and unmar- 
ried dependent children) is $5.72 
a month. 


ADMISSION-STAY 
The admission rate during Novem- 
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ber 1954 was 132 inpatients per 1,000 
members. This marks an increase of 
nine per 1,000 members over the ex- 
perience of the previous month. 

The November 1954 admission rate 
is a new high since 1948 when the 
present method of accumulating data 
was adopted. 

The average length of stay for hos- 
pitalized Blue Cross members in- 
creased from 7.48 days in September 
to 7.50 days in October. 

Blue Cross plans provided an av- 


erage of 914 inpatient days per 1,000. 


members in October. This marks a 
decrease of nine days per 1,000 mem- 
bers over the September experience. 


HOSPITAL ADMISSIONS 
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Pian Uses Blue Cross Symbol 
As Part of Safety Campaign 


The Blue Cross symbol recently 
made an appearance on television 
in a new protective role. As part of 
an effort to protect motorists on 
the highways, Minnesota Hospital 
Service Association, St. Paul, had 
the Blue Cross emblem covered in 


a highly-reflective material. These 


emblems were offered free to view- 
ers to place on their cars to help 
cut down highway accidents at 
night. 

The offer was made simultane- 
ously over two television stations 
on noon news telecasts. Within 
minutes after the offer was made, 
the Plan’s switchboard was com- 
pletely jammed. The requests con- 
tinued to pour in that day, and by 
the following week over 3,000 
written requests had been received 
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No. 62 Motor-Driven Hilow Bed 


HAS BEEN APPROVED 


by Underwriters’ Laboratories, inc. 


FOR USE WITH OXYGEN! 


The Hill-Rom No. 62 Motor-Driven 
Hilow Bed has been approved by 
Underwriters’ Laboratories Inc., for 
use with oxygen administering 
equipment of the nasal, mask type 
and 2 bed length oxygen tents. 


For complete information, write or wire 


HILL-ROM COMPANY, INC. + BATESVILLE, INDIANA 
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for the Blue Cross reflective em- 
blem. 

Plan personnel believe that the 
visual impact of television had a 
great deal to do with the success 
of the offer. An actual demonstra- 


tion of the reflective ability of the 


Blue Cross emblem was made. in 
the television studios. Coupled 
with photographs that illustrate 
the tragedies that often occur on 


our highways at night, the dem-. 


onstration proved to be “most ef- 
fective and dramatic,” according 
to Arthur M. Calvin, president of 


the Minnesota we Service As- 
sociation. 


CURRENT LISTING OF 
NEW ASSOCIATION MEMBERS 


NEW INSTITUTIONAL MEMBERS 


CALIFORNIA 
Encino—West Valley Community Hospital 
Los Hospital 
DISTRICT OF COLUMBIA 


Wash n—Office of the Surgeon Gen- 
eral, rtment of the Air Force 


Architect - Edward J. Wood & Son - Clarksburg 


EMPLOYEES’ 
CAFETERIA 
NEW UNIT 8B 
HOPEMONT 
SANITARIUM 
HOPEMONT, 
WEST VIRGINIA 


\ 


CINCINM ASS, 


Van equips third kitchen 


at Hopemont Sanitarium 


*% Van has earned an enviable record of satisfaction with its food 


service equipment. Reorders from institutions 10, 20, 30... even 50 


years after its first installation underline that satisfaction. Hopemont 


Sanitarium is no exception. 


% Above is illustrated the Van-equipped employees’ cafeteria in 
the new Unit B completed late in 1954. All Hopemont Sanitarium 
buildings have Van kitchen equipment. It is capable of serving 
three meals a day to 600 patients and employees. 


% When you require food service equipment improvements, get 
the benefit of Van's century of experience. 


She John Van Range 


EQUIPMENT FOR THE PREPARATION AND SERVING OF FOOD 
Branches in Principal Cities — 


224-244 EGGLESTON AVENUE 


CINCINNATI 2, OHIO 
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INDIANA 
Angola—Elmhurst Hospital 


KANSAS 
Garnett—Anderson County Hospital 


MINNESOTA 
Robbinsdale—North Memorial Hospital 


MISSISSIPPI 
Picayune—Lucius Olen Crosby Memorial 
Hospital 
MISSOURI 
Kansas City—St. Mary's Hospital 


NORTH CAROLINA 
Fayetteville—Cape Fear Valley Hospital 


SOUTH CAROLINA 


Marietta—Stroud Memorial Hospital 
Williamston—Williamston Hospital 


TENNESSEE 
County Hospital 


TEXAS 
County Memorial Hos- 
pita 
Bertram—Bertram Hospita 
Houston—U. S. Air Force Hospital 


WISCONSIN . 
Chilton—Calumet Memorial Hospital, Inc. 


FOREIGN 


Havana, Cuba—Hospital Nacional 
Wiesbaden, Germany—vU. Air Force 
Hospital 


PERSONAL 


Amano, Lt. Masao—Pharmacy & Labora- 
tory Off.—4450th on Hospital—Lang- 
ley Air Force Base, 

Beinecke Jr., Walter.-V. —Overlook Hos- 
pital Association—Summit, N. J. 

Blumer, Dorothy Carol — Student — Yale 
School of Public Health—New Haven, 

onn 

Browne, Jackson C.—Student—Columbia 
University—School of Public Health— 
New York City 

Conrow, Arthur Chester—Contr. & Asst. 
to the Dir.—Hospital of St. Barnabas 
Ns. for Women and Children—Newark, 


Crary, James Willard—Supv. of Cashiers— 
Chicago Wesley Hospital 

Eckert, H. G.—Asst. Supt.—Margaretville 
(N.Y. ) Hospital 

Erickson Jr., Roy F.—Student—Northwest- 
ern University—Chicago 

Finnigan, Elizabeth A.—Adm. Asst.—Flor- 
ence Crittenton Hospital—Detroit . 

Gerard, Richard Walter—Student—North- 
western University—Chicago 

Harrington, Thomas A. — Student — Yale 
University—New Haven 

Helminiak, Harry H.— Adm. — Lakeland 
Memorial Hospital—Woodruff, Wis. 

Hodson, R.N.. Genevieve—Supt.—Fairmont 
(Minn.) Community Hospital 

Lamb, Rodney J.—Adm. Res.—Peninsula 
Hospital—Burlingame, Calif. 

Rappaport, MSC, Maj. Bernard—cChief, Off. 

ecords Section—Pers. Div.—Office of 
the Surgeon General—Dept. of the Army 
—~Washington 25, D. C. 

Rasmussen, Milton Dale—Student—North- 
western University—Chicago 

University—New York City 

Scholastica (Condon), R.S.M., Mother M. 
—Mother Provincial—The Sisters of 
Mercy of Province of Cincinnati (Ohio) 

Smikahl, William E.—Asst. Adm.—Kaiser 
Foundation Hospital—Oakland, Calif. 

Trewhella Jr., Arthur P.—Student—Co- 
lumbia University—School of Public 
Health—New York City 

Villanueva, Loreto 
western University—Chicago 

Von Stanley, Eugene—Chief ae. —Mercer 
Hospital—Trenton, 

Williamson Jr., David G.—Regstr—6208th 
USAF Hospital—APO ji aster— 
San Francisco 

Worcester Jr.. William E.—Asst. Dir.— 
England Deaconess Hospital—Bos- 

n 


NEW AUXILIARY MEMBERS 


Women’s Service. Board, Hinsdale (Ill.) 
Sanitarium & Hospital 

Central Michigan Hospital 
Woman's Auxiliary, Mt. Pleasant 

Women's Auxiliary of Margaretville (N.Y.) 
Hospital 

indiane (Pa.) H ital Auxiliary 

ert (Miss.) emorial Hospital Aux- 

lary 
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(2. REASONS 


wir YOU SHOULD BUY 


ANCHOR 


ALL-NYLON 


BRUSH 


*Each Anchor All-Nylon Surgeon’s Brush has 
6,272 soft but firm DuPont Tynex® bristles. 
© 112 life-time tufts are anchored with noncorrosive 
nickel silver 
e guaranteed 400 times—each Anchor All-Nylon Sur- 
geon’s Brush is guaranteed to withstand a minimum of 
400 autoclavings 
e tufts are specially tapered for better scrub-up efficacy 
with more comfort 
e Anchor Surgeon’s Brush weighs only 1% oz. . . . has 
grooved handles for firmer gripping . . . crimped bristles 
for better soap retention | 
As satisfied users are one of your hospital’s biggest assets, 
why not please your surgeons by getting the best? Anchor 
brushes can save you money, too, for their outstanding 
performance and unusual durability make them the most 
economical on the market today. 
It always pays to order Anchor Brushes . . . get them by 
the dozen or by the gross from your hospital supply firm. 


Other outstanding Anchor products include . . . 


the New All-Nylon Emesis Basin 
and the All-Nylon Drinking Tumblers 


“Sold Only Through Selected Hospital Supply Firms 
ANCHOR BRUSH COMPANY 


AURORA, ILLINOIS 
| 


THE BARNS COMPANY 


1414-A Merchandise Mart « Chicago 54, Illinois 
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No Tug-o’-War 


Either in unrolling from reel 


or removing from patient 


When You Use 
RAY. ADHESIVE PLASTER 


with the 


NEW CONTROLLED ADHESIVE FACTOR 


Years of exhaustive lab- 
oratory and hospital testing 
resulted in an adhesive for- 
mula with adhering qualities 
that remain constant through- 
out. It has superior “Tackiness” 
yet remains easy to unwind 
from roll or remove from pa- 
tient. Last but not least, it has 
reduced to a minimum the pos- 
sibility of skin irritation. Avail- 
able in a complete range of 
cutting assortments in Regular 
weight, Heavy, Waterproof 
and Flesh Color. 


COTTON PRODUCTS Co., Inc. 
245 Fifth Avenue, N.Y. 16, N.Y. 


WRITE TODAY for samples for your own testing purposes and 
a catalog of our complete line of high quality Surgical Dressings. 
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NOTES 


(Continued from page 129) 


the progress being made by the 
Joint Commission on Accredita- 
tion of Hospitals. The Board 
agreed that the activities of the 
Joint Commission are gaining in 
importance and that this trend 
places even greater responsibility 
than in the past on the Joint Com- 
mission and on the Association. 

The director reviewed briefly 
the budget of the Joint Commis- 
sion on Accreditation of Hospitals 
for 1955. 


VOTED: To appropriate $39,973.50 
for the Joint Commission on Accredi- 
tation of Hospitals as the American 
Hospital Association’s share of the 
total budget request of the Joint Com- 
mission for 1955. 


ASSISTANT SECRETARY 


VOTED: To appoint Maurice J. Norby. . 


deputy director, assistant secretary of 
the American Hospital Association. 


RESOLUTIONS 


The Board of Trustees received 
and noted these resolutions: 


By extension, it’s easy to see that 
this safe, mild but promptly effective 
ou MANY DAYS 

A YEAR. And, 
by using Clyserol, you've made a 
hard task easy for both the patient 
and the nurse. Next time you order, 
remember that the time you save 
more than pays for 


CLYSEROL” 


The Original 5-Minute Disposable Enema 


formula can save 
OF PERSONNEL 


9 MINUTE ENEMA SOLUTION IN A DISPOSABLE PLASTIC CONTAINER 


CLYSEROL LABORATORIES, INC. 


1533 West Reno, Oklahoma City, Okla. 


1) A resolution, adopted by the 
board of trustees of the Hospital 


Association of Pennsylvania on 


November 11, 1954, protesting 
“not the amount nor the objective 
of the recent increase in dues but 
the method in which this increase 
was made effective.”’ 

2) A resolution, adopted at the 
business session of the Arizona 
Hospital Association on November 
17, 1954, thanking the American 
Hospital Association for permitting 
Mr. Tol Terrell and Mr. Kenneth 
Williamson to participate in the 
program of the Arizona Hospital 
Association convention. 


HOSPITAL-PHYSICIAN RELATIONS 


The Committee on Hospital- 
Physician Relations, appointed by 
the Board of Trustees to make rec- 
ommendations concerning hospital- 
physician relations, has met twice, 
once jointly with representatives 
of the board of trustees of the 
American Medical Association; the 
second meeting was in New York 
City on November 16, 1954, for 
the purpose of drafting recommen- 
dations for an action program 
which might help solve current 
hospital-physician problems being 
faced by hospitals and state hos- 
pital associations. 

Opinions have been rendered by 
the attorney generals in a number 
of states ruling that certain fman- 
cial relationships between physi- 
cians and hospitals are illegal and 
that hospitals participating in these 
agreements are in the practice of 
medicine. Attorney generals’ opin- 
ions on this subject differ greatly 
depending upon the state and the 
facts submitted. In general, how- 
ever, they reflect a restricted and 
inflexible limitation on _ present 
practices of hospital-physician re- 
lationships in many hospitals 
throughout the country. 

Doctor Albert W. Snoke reported 
as chairman of the Committee on 
Hospital-Physician Relations, and 
a copy of his. report to the Board . 
of Trustees is appended to these 
minutes. 


VOTED: That the Association imple- 
ment as soon as possible the following 
recommendations of the Committee on 
Hospital-Physician Relations: 

1. Establish a legal and consultation 
service. 

2. Disseminate to state hospital asso- 
ciations information in regard to the 
present status and implications of at- 
torney generals’ opinions. 

3. Include in programs of confer- 
ences, sponsored by the American Hos- 
pital Association, discussions of hos- 
pital-physician relations problems. 

4. Review Association policy relating 
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economy 
efficiency 
and ease 


The MacBick System Provides For: 
@ PRODUCTION OF INTRAVENOUS FLUIDS 


@ COLLECTION, STORAGE, AND 
ADMINISTRATION OF WHOLE BLOOD 


@ PREPARATION OF HUMAN BLOOD PLASMA 


... these three essential services backbone the remarkable utility 
of the famous MacBick Parenteral Solutions System . . 


. today 


MIACALASTER 
BICKNELL 


C4 Parenteral Corporation 
© 


8 
"IDGE 39, massac®® 


acknowledged as having set the standard for modern hospital 


installations. Our Technical Department is readily available for 


individual consultations . . . please write or call 


ORIGINAI 


DISTRIBUTORS 


SYSTEM 


FENWAL 


OF THE 


with the (Mackick) 


proven procedure for preparing 


PARENTERAL SOLUTIONS in the HOSPITAL 


Manual defogging NO LONGER NECESSARY 


product unequalled 
as a Cleaning and 
defogging agert. 


AVAILABLE AS: 
Refillable Self. plastic surfaces will remain FOG-FREE 


} Dispensing Wall @ STEAM-FREE @ DUST RESISTANT @ 
Cabinet _ OPTICALLY BRILLIANT, for several days. 


Eliminates: distracting Interruptions 
during critical surgery or precision 
laboratory work. 


passing from Central Sterile Supply, 


Surgery, Kitchen, to cooler atmos- 


ORDER TODAY pheres. 
Ne dealer or @ Keeps optical instruments, equipment 


gauges and dial faces fog-free and 

dust-free for accurate readings. 

@ Prevents formation of conden- 
sation or cloudy film on mirrors, 
penes or gless partitions. All in 
all . . . KLEAR-GLASS PAYS 
DIVIDENDS. IN TIME, SAFETY, 
& MAINTENANCE ECONOMY, 


Immediately upon application, glass or ~ 


@ Prevents fogging of eyeg!asses when 


607 Fifth Ave. Mew York 17, WN. Y. 


FEBRUARY 1955, VOL. 29 


THE FACTS --MAM* 


...and Inspector STEAM-CLOX is just the one to give 
you the facts on what goes on inside each autoclave pack. 
STEAM-CLOX aids you in checking the three easen- 
tials for complete sterilization — Steam, Time and 
Temperature! 

Don’t take a chance ... Put an ATI STEAM-CLOX in 
each pack. Let STEAM-CLOX be your autoclave 
inspector to assure_you proper autoclave operation and 
sterilization technique. 


*for proper sterilizing... USE STEAM-CLOX 


Aseptic-Thermo Indicator § Thorme ledicater Co. Dept. 4-2 


Company Vanowen Strout 
North Hollywood. Cairforma 
Please send free samples and complete information sbout 
: My name 
of Bags Tithe 
COOL CMEI other Hospital 
11471 Vanowen Street - 
North Hollywood, California Cty. 


Chicago, I, Cohmbs, Oh, 
Millville, N. J. New , Conn, New York, N. Y., 
| 
| 
le- 
py A new double-duty 9 
> . d ( Al 
— 
| 
Individual Pocket = 
Applicators 
Spray Bottles aii Send ter 
‘ 
samples todey! 
t 
THE BUCKLEY CORPORATION 
149 


to the establishment of charges bear- 
ing reasonable relation to cost. 

5. Work with the American Medical 
Association and state boards of medi- 
cal examiners in developing a model, 
medical practice act. 


6. Review and analyze principles. 


and policies governing hospital-physi- 
cian relations recommended by the 
Commission on Hospital Care and by 
the Commission on Financing of Hos- 
pital Care. 

7. Continue the coéperative efforts 
of the American Hospital Association 
and the American Medical Association 
through the joint committee of their 
Boards of Trustees. 


In further discussion of this 


problem, it was recognized that 
much misunderstanding between 
hospitals and physicians reflects a 
lack of facts on which to base 
judgment. It was agreed that the 


chairman of the special committee 


should draft a factual article de- 
scribing the elements of the hos- 
pital-physician relationship prob- 
lem for publication in HOSPITALS 
at an early date. 

Doctor Snoke and Doctor Bar- 
nett were encouraged to interest 
either Yale University or Colum- 
bia University in a study of the 
causes and effects of this hospital- 
physician controversy. 


Giving 


in 1955 


It is reasonable to hope that voluntary _ 
support of hospitals and programs of health 
education will reach new peaks in 1955. 


We have started the year with 


hospital campaigns presenting the _ 
greatest goals in 42 years of experience 


—the largest variety of campaigns from 


internationally known psychiatric treatment 


centers and great general hospitals to 


small community health services 


—and the largest number of inquiries 
from hospitals regarding the values of 
professional counsel in fund raising. 


We shall strive to merit the confidence 


placed in us. 


There is no substitute for experience 


(ESTABLISHED 1913) 


American City Bureau 


221 North LaSalle St. 
Chicago 1, Illinois 


Charter Member 


470 Fourth Avenue 
New York 16, 


American Association of Fund-Raising Counsel 


Doctor Snoke reported that Dr. 
E. Dwight Barnett and he met in 
Chicago on November 15, 1954 
with Drs. Walter B. Martin and 
Dwight H. Murray of the American 
Medical Association, as a subcom- 
mittee of the joint committee of 
the trustees of the American Hos- 
pital Association and the American 
Medical Association. At that meet- 


‘ing, representatives of the 


Hospital Association and the lowa 
Medical Society, who had not been 
able to agree regarding imple- 


mentation of the opinion of the 


Attorney General of Iowa rend- 
ered on February 19, 1954, were 
heard. 


Doctor Snoke pointed out that it 


is very difficult to prepare a state- 
ment from the national level which 
will be applicable to a_ specific 
local program. 

In the meantime, the groups 
concerned in Iowa are continuing 


. their discussion in an effort to ar- 


rive, if possible, at an amicable 
agreement. 


ANNUAL CONVENTION - 


The Board of Trustees at its 
meeting on September 16, 1954 
instructed the staff to explore the 
possibility of scheduling the an- 
nual meeting in October, instead 
of in September as has been cus- 
tomary in the past several years. 
The staff also was asked to study 


the facilities available in various | 


cities throughout the country and 
to suggest a schedule of locations 
for future conventions. 

A rearrangement of program ac- 
tivities was discussed in an effort 
to reduce the length of time dele- 
gates to the convention are re- 
quired to be away from their 
home and to permit more rapid 
conduct of the Association busi- 
ness. 


_CONVENTION EVENTS 


The Board discussed various re- 

arrangements of the Association’s 
convention events with a view to 
rescheduling them with the least 
possible conflict with activities 
sponsored by the College (Amer- 
ican College of Hospital Aq@minis- 
trators). 
VOTED: To hold a meeting of the Co- 
Grdinating Committee in the morning 
and afternoon of the Saturday preced- 
ing the convention week, and a meet- 
ing of the new Coérdinating Commit- 
tee on Thursday morning of the con- 
vention week; further, 

To hold a meeting of the Board of 
Trustees on Sunday of the convention 
week, and a meeting of the new Board 
of Trustees on Thursday morning of 
the convention week; further, 


To schedule sessions of the House — 
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{1 WINNERS in N.F.S. Contest rhs 
Prove Distinctive Quality of “CHF’’ Installations! 


SAY LEADING DECORATORS 


Before You Buy...Make Sure You See ¥ : 


' New “Flare” design 
table, is just one of 
many distinctive 
styles exclusive 
with “CHF.” Widest 
selection helps your 
designer pick the 
style exactly right 
_ for your installation. 


Colors 
rinishes! 


and 
Only at “CHF” will 


you find solid bronze...chrome...an- waa 
odized aluminum...porcelain enamel a3 
in 16 colors...or upholstery in so many 
choices. Plus lifetime cast construction. 


You owe it to yourself to see the complete “CHF” line. 
Compare the quality. Learn why, year after year, CHF 
Stools and Tables are represented in the top award 
winners in the National Food Service Contest, plus 
thousands of other distinctive installations all over the 
country. In addition to better design and widest color 


selection, “CHF” gives you cast construction for a life- 


time of dependable service. 


Write Today For Color Catalogs! 


Complete listing of stools and tables in 
color, plus many installations photos. 


ES 


STS 


DISTRIBUTORS IN ALL PRINCIPAL CITIES 


The Chicago Hardware Foundry Company 


“Dependable Since 1897" 
3525 Commonwealth Ave. 


NORTH CHICAGO, ILL. 
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K-line floor machine 


s famous cleaning “em ower Vacuum 


Qviet Triple P 
t pickup). 


Kent’ 
wet scrubbing and 


Cleaner (for dry of 


Comparison tests tell the story... 


For foster, more efficient scrubbing of corridors or rooms, clean 
with KENT..Time after time, in actual usage tests, Kent machines 
outperform competitive makes, slicing labor costs by as much 
os 18.9%. 


Balanced Power is the Key 


Imperfect bolance and torque — sidewise 
pull of the motor — make ordinary floor 
machines difficult to operate. Kent solves 
this problem with the exclusive OFFSET | 
MOTOR DESIGN that counterbalonces 
handle weight and minimizes torque. The 7 

result is BALANCED POWER. That's why 
Kent machines, operated by man or woman, 
steer with fingertip ease—permitting faster 
work .. . causing fatigue. Kent's Bal- 
anced Power also means that al! weight is 
on the brush, distributed so evenly the job 
is done better . . . so brushes wear evenly 
and last longer. 


See the ideal vacuum cleaner 
where QUIET has to be maintained 


Operates in tiptoe silence .. . dispos 
able paper bag-no dust bag to 
empty... perfect for dry work ond 
more efficient bocteria control ... 
dependable Kent Junior Vacuum 
Cleaner. 


KENT CO., INC., 444 Canal St, Rome, N.Y. 


Send immediately facts on [) Kent Floor Machires 
thet cut costs 18.9%. [) Commercial Vacuums. 


Name of Institution 

My Name 

Address 

City Stete 
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of Delegates on Monday, Tuesday and 
Wednesday mornings of the conven- 
tion week, with the understanding that 
the Tuesday morning session of the 
House of Delegates will be held only 
in the event the agenda requires three, 
half-day sessions; further, 

To schedule the educational pro- 
gram of the convention so that section- 
al meetings will be held during the 
forenoon and general sessions during 
the afternoon, and further, 

That the staff investigate the ad- 
visability of holding the 1955 annual 
banquet on Wednesday instead of on 
Thursday evening. 


EDUCATIONAL FUNCTIONS 
The director of the American 


College of Hospital Administrators 
had questioned the types of insti- 
tutes conducted by the Association, 
with particular reference to the 
proposed expansion of the Associ- 
ation’s institute program which is 
to* include several institutes of 
special interest to representatives 


of small hospitals. This question 


relates to an earlier arbitrary di- 
vision of the educational respon- 
sibilities of both organizations 
whereby the College would assume 
the initiative for educational pro- 
grams directed at hospital admin- 
istrators and the American Hospi- 
tal Association would conduct 


educational activities for depart- 
ment heads and other hospital 
employees. | 


COMMERCIAL ADVERTISING 


The attention of the Board of 
Trustees was called to advertise- 
ments which have appeared re- 
cently in newspapers and in store 
brochures offering for sale items 
which purport to have hospital 
endorsement or to have passed 
hospital testing programs. 


VOTED: The Board of Trustees looks 
with disfavor upon the use of the repu- 
tation of the hospital field to promote 
commercially-sponsored devices when- 
ever authoritative evidence is not pro- 
duced to justify such claims; further, 

To authorize the director to bring 
this resolution to the attention of the 
sponsors of such advertisements and to 
the attention of the Association mem- 
bership as a whole. 


Now exclusively from the coun- 
try’s leading makers of laundry 
roll covers comes Revourre ¢94—a 
brand new cover that has all the 
advantages of standard 
fabric, plus 


SMOOTHEST FINISH 


Finer threads, tighter woven; to 
provide a smooth, unmarked finish 
far superior to anything you've 
seen before! 


LONG SERVICE 


Lp toa year or more of dependable 
service from Revo.ire #94. 


With new Revourre #94 you'll get 
the quality, production and value 
that have made Revo.ire roll 
covers the top choice with leading 
laundries everywhere. 


Write today for full information on 
Revouirre #94... . backed by a 
written guarantee, serviced by a 
nation-wide organization of full 
time factory trained specialists. 


ATLAS POWDER COMPANY 
Stamford, Connecticut 
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Hospital association meetings 


(Continued from page 6) 


institute on Financial Management—Febru- 
ary 21-25: San Francisco (Sir Francis 
Drake Hotel) 

Institute for Nurse Anesthetists—February 
28-March 4; Atlanta (Dinkier-Plaza Hotel 

Institute on Nursing Service Administration 
—Februory 28-March 4; Dallas (Adol- 
phus) 

Institute on Medical Record Library Per- 
sonnel—Moarch 21-25; Pittsburgh (Wm. 
Penn) 

Institute on Nursing Service Administration— 
March 21-25; Buffalo, New York (Statler) 

Institute on Engineering—April 18-22; To- 
ronto [King Edward) 

Institute on Supervisory Training—Moarch 
21-25; Boyes Springs, Calif. {Sonoma 
Mission Inn) 

Institute on Operating Room Administration 
Services—Apri! 18-21: Washington, D. C. 
{Sheraton-Park Hotel) 

Institute on Problems of Small Hospitals— 
April 25-26; Kansas City, Mo. (President) 

Institute on Dietary Department Administro- 
tion—April 25-29; Boston (Somerset Hotel) 

Institute on Insurance—May 6-7; Chicago 
(Palmer House) 

Institute on Occupational Therapy—May 
9-13; New York City (Hotel New Yorker) 

Institute on Obstetrical Nursing—May 16- 
19; Chicago (Knickerbocker) 

Institute on Credits and Collections—May 
23-24; Atlantic City [Dennis Hotel) 

Institute on Hospital Planning—May 30- 
June 3; Houston (Shamrock) 

Institute on Public Relations—June 6-10: 
Chicago (Knickerbocker) 

Institute on Methods Improvement—June 6- 
10: Pittsburgh (Webster Hall) 

institute on Central Service Administration— 
June 13-16: Montreal (Sheraton-Mt. Roya! 
Hote! } 

Institute. on Pharmacy—June 13-17: Chi- 
cago (University of Chicago) 

Institute -on Accounting and Business Prac- 
tices for Smal! Hospitals— June 27-July |: 
Atlanta (Emory University) 
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NEW! 
fox the Finest Finish ever! 


CHICAGO END-LOADING 


ire 
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SIZES AVAILABLE 
30” x 15” — 25 lb. Capacity 
30” x 18” — 35 1b. Capacity 
36” x 18” — 50 lb. Capacity 
36” x 22” — 60 lb. Capacity 
42” x 26” — 100 lb. Capacity 


Your Choice of Automatic or Manual Controls 


Consult your jobber or write for literature today. 


VER CO. 


2224 North Pulaski Road « Chicago 39, Iilinois 


FLATWORK IRONERS - WASHERS * EXTRACTORS * DRYERS 


DISPOSABLE 


NIPPLE COVERS... 
Offer this Simplicity and Security 
illustrations show speed and security af- 
forded by NipGard* protection to nursing 
bottles: 
1. Identification and formula data is writ- 
ten on cover. . 
2. Quickly applied to nipple . . . saves 
nurse's time. Covers nipple & bottleneck! 
3. Exclusive patented tab construction fas- 
tens securely to nipple. 
Does not jor off . . . no breakage. Used ex- 
tensively by hospitals requiring terminal 
sterilization. Professional samples on re- 
quest. Order through your hospital supply 
dealer. 
_Use No. 2 NipGord for narrow neck bottle... 
use No. H-50 NipGard for wide mouth (Hygeia 
type) bottle. Be sure to specify type desired. 


THE QUICAP COMPANY, Inc. 


110 N. Markley (Dept. T) 
Carolina 


*PATENTEDO 


Greenville, South 
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harge dismissed! 


That’s the verdict when you use Bassick casters 
with electrically conductive wheels on mobile 
stands, tables and beds. 

A constant peril in operating and delivery rooms, 
static electricity forces you to keep an eye on all 
possible sources. Dismiss these charges by equip- 
ping your portable furniture with famous Bassick 
“Diamond-Arrow” casters. 

You get other benefits from them, of course. 
Rugged construction means you get years of 


dependable service. Double ball-bearing design 


makes them swivel at a touch. And they'll never 
scratch your floors, wherever you use them. Soft 
rubber or composition wheels. 
For wood or metal legs. 
THE BASSICK COMPANY, 
Bridgeport 2, Conn. /n Canada: 
Belleville, Ont. 


Bassick “Diamond-Arrow” Caster 


Popular product of the world’s 
largest caster maker, the 
“Diamond-Arrow”™” comes in 
wheel diameters from 1%” to 
5”, with tread width from %” to 
1”. Use them on beds, tables, 
and other equipment. Specify 
“Spring-iron” caster sockets for 
use on standard sizes of metal 
tubing. 


LOOK into your Hospital Purchasing File for 
other helpful Bassick floor-protection devices 


Bassick 


A DIVISION OF 


75 YEARS OF CASTER LEADERSHIP 
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WHEN YOU USE 
GERMA-MEDICA 
LIQUID SURGICAL 
SOAP WITH 
HEXACHLOROPHENE 


Th ane 


A scrub-up with Germa-Medica with Hexa- 
chlorophene costs you only 1/5 of a cent 
per wash—much less than the cost of any 
comparable liquid surgical soap! Surgeons 
and patients get the finest protection 
money can buy. 


The and vile gual. 


A daily 3- to 4minute wash with Germa- 
Medica with Hexachlorophene reduces 
bacterial flora well below safe levels . . 
lower than the conventional 10-minute 
srcub with brush and germicidal rinse. And 
it leaves your skin with a clean feeling ... 
you know your hands are clean. 


Tut ib ... 


We'll gladly send you a sample without 
cost or obligation. Write today! 
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National Hospital Week is for - 
big cities, too! 
(Continued from page 56) 


excellent one—was used widely in 
hospitals and other buildings in 
the Twin Cities. Postage meter 
slugs were used with relatively 
good cooperation from many in- 
dustries and retailers. : 
Limitations in our National Hos- 
pital Week program, as with most 
programs, were primarily due to 
budget. The first year of any new 
Association will find budget lim- 
ited and therefore the program 
will be limited. But, through care- 
ful planning on the part of our 
Public Relations Committee and 


by careful use of the public rela- 


tions firm, we were able to do more 
per public relations dollar than 
had ever been done before. bd 


Evaluating liability insurance 
(Continued from page 51) 


for favorable experience. 

12. What kind of a cancellation 
clause is contained in your present 
policy? 

There are a few 10-day clauses 
used, but most policies are on a 
30-day cancellation basis. The Cal- 
ifornia Association felt that 60 
days was a fairer length of time 
to allow a hospital to obtain 
coverage on the present market. 

No matter what the term is, the 
hospital should avoid cancellation 
of its insurance by the company 
if possible, since such an act will 
be a permanent blot on its record 


and the hospital will have to re- 


port it and explain it every time 
it applies for new insurance in 


that field. If the hospital believes | 


that its insurance might be can- 
celled, it may be wise to find a 
new carrier. 

13. How is your premium com- 
puted? 

We found a great deal of con- 
fusion around this point, in at- 


tempting to compare the cost of 


various types of coverage. 
Malpractice insurance is often 
broken down into two parts, 
called “primary’ and “excess.” 
Generally, the primary is the first 
$5,000 to $15,000 and the excess 
is the balance. Generally, the 


primary is with a domestic car- 
rier and the excess with Lloyd’s 
of London or some other excess 
syndicate. | 

Some policies are computed on. 
a maximum bed capacity and 
some are on an average bed 
capacity. Some premiums are 
written on a three-year basis, 
with an audit at the end of each 
year based upon bed utilization 
during the year. 

Furthermore, there are differ- 
ent elements covered by one pol- 
icy as against another. For ex- 
ample, one policy may cover 
elevators but not products liabil- 
ity. Another may cover automo- 
biles but not property damage. 
Therefore, in comparing policies, 
an administrator should be care- 
ful to know just what has gone 
into the quoted premium and 
what coverage is furnished. A 
policy that appears to have a 
lower premium actually may be 
the most expensive. 

There are many other questions 
that could be discussed, but the 
above are fundamental. As a con- 
clusion, we might set forth the 
objectives of the Insurance Com- 
mittee of the California Hospital 
Association in formulating its pro- 
gram for group liability insurance: 

e The insurance obtained must 
give adequate coverage through a 
sound reliable carrier. 

e The premium charged, over 
the long pull, must be realistic- 
ally related to losses. 

e A sufficient volume of insur- 


-ance must be placed with the As- 


sociation carrier to make it worth- 
while for the carrier to furnish a 
continuous inspection service and 
maintain interest in the program. 
In other words, if our members 
do not support the program, we 
can not expect the carrier to do so. 

e There must be hospital par- 
ticipation in losses ‘through a 
limited deductible clause, as a 
further incentive to keep down 
losses. 

e The Association, through its 


“ Insurance Committee, must par- 


ticipate in the planning and pro- 
gramming of the venture. 

Time will be the true test of the 
program; but if the enthusiastic 
support by members continues to 
grow, we will be able to say 
truthfully that we are well be- 
yond the experimental stage. 8 
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.. no longer time-consuming, unpleasant enemas... 


laxative suppository 
produces defecation in about 30 minutes 
by releasing carbon dioxide | 
which stimulates the normal | \ 
defecation. reflex. 


PHARMALAX 


Brand of Bicorboncte-Bitartrate mixture 
SAFE . 
SIMPLE... literature to 
EFFECTIVE... 


LABORATORIES, INC. 


Ref. BANNER, E. A.; Proc. Steff. Meet. 270 Pork Ave., New York 17, N, Y. 


Moyo Clinic 26:567 (Oct. 7) 1953. 


LUBRICATING 
HEALING - ANTISEPTIC 
ANTI-FUNGICIDAL 


Plus Fadl 


THe HYPO. 
ALLERGENIC 
PROPERTIES 


BODY 


FORMULATED FOR DEBS 


AVAILABLE EXCLUSIVELY THRU D E B S HOSPITAL SUPPLIES, INC. 


5990 N. NORTHWEST HIGHWAY; CHICAGO 31, ILLINOIS 
1015 W. ROSEDALE, FT. WORTH, TEXAS 


*Recognized as the foremost compounder in the U.S.A. 
of Hypo-Allergenic Skin preparations. 
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Health and the 84th Congress 
(Continued from page 53) 


question but that in many parts 
of the country the total allo- 
cation for relief is too small to pro- 
vide adequate medical care to these 
people in addition to providing 
them with the bare necessities of 
life. I agree that steps should be 
taken so that they will have 
access to all the benefits of modern 
medicine and that the doctors and 
hospitals which serve them will 
receive due remuneration. I hope 
that in attacking this problem the 
Administration is giving full con- 
sideration to the possibility of uti- 
lizing our voluntary health insur- 
ance plans such as Blue Cross and 
Blue Shield as the means through 
which these people could receive 
the care they need. As you know, 
I have for some six years advocated 
the passage of legislation designed 
to accomplish this. 

Q. President Eisenhower has said, 


“ ... shall propose new measures to 


facilitate construction of needed health 
facilities and help reduce shortages of 


trained health personnel...” Is it 
your opinion, Senator, that new meas- 
ures outside the present Hill-Burton 
program are needed for the construc- 
tion of additions to our nation’s health 
plant? 

A. Yes. There is no doubt in my 
mind but that in addition to the 
type of facilities in which medical 
care may be rendered, treatment 
given, convalescence promoted and 
rehabilitation undertaken such as 
are provided for under the Hill- 
Burton Act, we also need legisla- 
tion which will aid in the construc- 
tion and reconstruction of our med- 
ical school plants and legislation to 
encourage the construction of re- 
search facilities throughout the 
country. 

Q. The President is also advocating 
new measures to “ .. . reduce the 
shortage of trained health personnel 
.«. ” Is there anything you can say 
on your plans for federal aid in this 
area of our country’s health needs? In 
particular, do you favor an individual 
scholarship program supported by fed- 
eral funds, direct grants to institutions, 
or some combination of both scholar- 
ship and institutional grant program? 
A. Answers to this question, I be- 
lieve, must differ depending on the 
type of institution you have in 


ministrator, de 


essential 


Coming in MARCH 
Annual Construction Issue 


Each year HOSPITALS publishes a special issue on hospital con- — 
struction. This once-a-year special feature supplements pre-blue- 
print and floor-plan articles presented throughout the year. This 
year's issue provides a thorough review of methods and proce- 
dures behind construction to meet today’s specific needs. It will 
include discussions under five major headings: 


1. Planning 2. Community Survey 
4. New Thinking and Experimentation 
5. The Need and Importance of Research 


This is a special issue that will be of immediate interest to the ad- 
ent heads and governing board member of 
every hospital planning building programs. And it will provide 
ckground information to every other person whose 
interests center on improved care for hospitalized patients. 


Don't Miss Your March Issue of 


HOSPITALS 


Journal of the American Hospital Association 


3. Evaluation 


mind. Apparently, as far as our 
medical and dental schools are con- 
cerned, their primary need is for 
construction funds. If our graduate 
schools of public health are to do 
their job, however, some sort of 
scholarship program to attract more 
physicians into the field would 
seem to be necessary and perhaps 
even more important than con- 
struction funds. 

OQ. If the federal aid program for in- 
creasing the supply of trained person- 
nel is largely one of grants to institu- 
tions, would such funds be given on 
terms of operating expenses or capital 
additions to existing plants, Sir? 

A. Insofar as the program would 
be a program of grants to institu- 
tions, I should think that most of 
the funds appropriated would be 
for capital additions to the plants. 
It may well be, however, that a 
portion of those funds could take 
the form of additions to a school’s 
endowment funds so as to provide 
part of the money needed to assure 
continued maintenance of the new 


or enlarged facility. 


OQ. Deo you expect the present Con- 
gress will appropriate more or less 
money for aid in meeting these health 
needs which you have been discussing 
than was appropriated by the. 83rd 
Congress? 

A. I strongly hope that the pres- 
ent Congress will appropriate more 
money to meet these health needs 
than did the 83rd Congress. The 
needs are real and compelling. De- 
lay in meeting them is far more 
costly to the nation than would be 
the expenditures required. I am a 


firm believer in economy, but I 


have never yet been able to see 
how it was economical to squander 
human life. I would add that I be- 
lieve a great many of my colleagues 
share this view, and that I do ex- 
pect larger appropriations in the 
field of health this year than last. 
Q. Deo you expect to receive the same 
bipartisan support on these national 
health issues that the President is call- 
ing for on his foreign policy program? 
A. Our Committee on Labor and 
Public Welfare has always been 
bipartisan in its approach to health 
legislation. I am sure we will con- 
tinue to hold to the belief that the 
health of the people should not be 
the subject of partisan politics. I 
believe that the health legislation 
we will recommend to the Con- 
gress will have the support of men 
on both sides of the aisle. —- 
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Shelf 


FILING SYSTEM’ 


SAVES TIME=-MONEY! 


for 
MEDICAL 


RECORDS 


FIRST in the eyes of the maintenance staff—for service and 
equipment storage; fits all needs at every moment! 


Model U-2 (pictured) stands 414,” high, is constructed of 
heavy gauge galvanized metal. Travels on rubber wheels. 


WRITE US FOR ADDITIONAL INFORMATION. 


GENNETT AND SONS, INC. 
MANUFACTURERS 

ONE MAIN STREET PHONE 2-2151 
RICHMOND. INDIANA 


at HALF the cost! 


HUNDREDS OF HOSPITALS 

including: 
Arizona State Hospital, Phoenix, Arizona 
St. Luke's Hospital, Denver, Colorado 
O’Connor Hospital, Gan Jose, California 
University of Illinois, Chicago, Dlinols 
Stormont-Vail Hospital, Topeka, Kansas 
University of Maryland Hospital, 

Baltimore 


University of Oklahoma Hospital, 
Oklahoma City 

Receiving Hospital, Detroit, Michigan 

Children’s Orthopedic Hospital, 
Beattie, Wash. 

University of Minnesota Hospital, 
Minneapolis 


Roosevelt Hospital, New York, NM. Y. 
Montefiore Hospital, New York, Y. 


*U.S. Patent No. 2,648,587 


For Free Ulustrated Brochure 
and Complete Details WRITE: 


sriTurio WMAROLD VISI-SHELF FILE INC. 


INSTITUTIONS SUPPLY COR 
: 105 READE STREET « NEW YORK 13. N. Y. 


OveR 196 t tee Mew 


30 YEARS 
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| PRO RE NATA 


JOHN H. HAYES 


One hospital with a low average 
length of stay could argue that this 
was due to its efficient care. An- 
other, with a high average stay, 
could argue that its care was so 
wonderful the patients refused to 
go home. 

> 


While working in a hospital in 
a large city I have always told in- 
ternes and residents who sought 
my advice that they would do well 
to establish their practices in small 
towns or suburban communities. I 
have yet to hear of one who has 
done so and regretted it later on. 
Many have started in the city and 
eventually have moved to smaller 
communities, to their profit. 


Among the advantages I could 
mention are: Lower living costs, 
easier transportation, greater im- 
portance in community activities 
and a better place to raise a fam- 


ily. 


The only time that I enjoy eat- 
ing from paper dishes is at a pic- 
nic. Even water tastes better from 


a glass. 


This ought to be a good place to 
start a collection of hospital cam- 
paign slogans which have proved 
successful. If a slogan worked well 
in your community it might work 
well in others. I shall include all 
you send in for future issues of 
P.R.N. (Please Rite Now) 


x 


There is a tendency today to 
build one-story schools and hos- 
pitals where sufficient land is avail- 
able. There are many advantages; 
but it can be carried too far. Look 
at all the payroll that will go for 
time spent in walking from the 


For easy 
post-operative 


treatment— 


HALL’S 


New Johns Hopkins 


Recovery Bed 


Meets every requirement for 
efficient post-operative treatment 
in the recovery room. 


With sides and foot and head sections 
raised, this bed offers the safety of an 
adult crib. With detachable ends, un- 
obstructed treatment or examination 
is permitted. The Mc. Sinai All-posi- 
tions Adjustable Spring allows many 
changes from recumbent to Trendel- 
enburg, Fowler, Hyperextension and 


FRANK A. 


intermediate adjustable angles. Built- 
in sockets, head and foot, for irriga- 
tor rods, leg irons, complete Balkan 
frame, simple traction or exercise bar. 
8-inch conductive rubber-tired, ball 
bearing casters. 


Write for full details. 
& SONS 


Established 1828 


General Offices: 120 Baxter Street, New York 13, N.Y. 
Showrooms: 200 Madison Avenue, New York 16, N.Y. 


_ entrance to the working areas and 


in returning to the exit when the 
day is done. The miners demanded 
“portal to portal” pay for this. 
Walking is considered a _ chore 
these days, rather than as health- 
ful exercise. 


It is true that the average length 
of employment of a hospital ad- 
ministrator is about four years, or 
about the same time period as that 
of most political appointments. The 
politician has one advantage:—he 
knows that he will be secure in his 
job for four years. 


2 


The ability of a surgeon to use 
cuss words in operating rooms is 
acquired naturally and is not 
taught in medical schools. It is not 
considered a measure of operating 


skill. 


_ The practice of psychiatry has 
added much to the enjoyment of 
life by being responsible for so 
many stories told about psychia- 
trists. 

x * * 


PICTURESQUE HOSPITAL 
SPEECH: “The nurse kept an eye 
on the patient; and the other on the 
interne.” 

“The patient’s fear to enter the 
hospital was exceeded only by his 
dread of returning to work when 
recovered.” 

“As surprising as an operating 
surplus in a voluntary hospital.” 

“The best nurse’s aide is a happy 
disposition.” 


No X-ray film has ever con- 


firmed a patient’s diagnosis of 
“butterflies in the stomach.” 


x * 


After we find both prevention 
and cure for every known disease, 
what will be the cause of death? 
(That is, aside from trauma.) 
There will have to be some new 
diseases invented, I guess. If death 
is to be due merely to a process of 
“wearing out,” as with machinery, 
that would not be good, because we | 
would not entirely wear out in 
every part of our body at the same 
time, as did the “one-hoss shay.” 

The eskimos. leave their old 
people to die, alone on the ice—a 
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DO HIGH COSTS 


HAVE YOU UP IN THE AIR? 


JUST ASK 


YOUR SURGICAL SUPPLY DEALER FOR 


WILTEX°or WILCO® 
CURVED FINGER LATEX GLOVES 


RUBBER COMPANY 
DIVISION OF BECTON, DICKINSON AND COMPANY 


CANTON. OHIO 
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simple but cruel procedure, to be 


sure. 
Well, I guess we don’t have to 


worry about this for a while. 
x * 


From what I have been reading 
lately I gather that it would be 
unwise to give a thoracic surgeon 
an ashtray for his birthday. 


* * 


If I were in a strange town and 
needed a surgeon I would ask the 


-Jocal hospital pathologist to ad- 


vise me as to whom I should get. 


It might be said that a conva- 
lescent is often an impatient pa- 
tient. 

SNAKE HOLLOW HOSPITAL 
NOTES: 

Mert Jonsson, our window wash- 
er, suffered a broken leg when, 
after cleaning a third floor window, 
he thoughtlessly stepped back to 
admire his work. 

The hospital has applied for ac- 
creditation; and the Medical Rec- 
ord Room is crowded with doctors 
these days. 

A proposal to ask Dior to design 
a new uniform for student nurses 
has been rejected by our Student 
Nurses’ Council. 

We replaced the worn out ex- 
tractor in our laundry; and the in- 
ternes are again wearing shirts 
with sleeves in them. 

Sam Prescott, drug room porter, 
had his vacation this year in De- 
cember and spent it in acting as 
Santa Claus at the Bon Ton. A 
tough way to make extra money, 
in our opinion. Trustee Davison 
served as Santa Claus at our Chil- 
dren’s Christmas party for the first 
and last time. 

Mike Townsend broke his tibia 
by slipping and falling while ap- 


plying non-skid wax to a corridor 


floor. 

Mrs. Franz, from neighboring 
Frogs Neck, gave birth to her 
fifteenth child in our hospital last 
week. She says there’s no sense 
in having Blue Cross if you’re not 
going to use it. 

Our elevator was stuck between 
floors again a few days ago; but 
fortunately the patients’ library 
cart was on it at the time and the 
riders did not mind waiting. 


See for Yourself Why— 


Alconox outsells ALL other 
Hospital and Laboratory deter- 
gents. 


@ OUTPERFORMS — Cleans 
Faster, Easier and more Efficiently. 


@ ELIMINATES tedious scrub- 
bing and loss of time. 


@ COMPLETELY SOLUBLE 


— Leaves no film or residue. 


© ECONOMICAL — One 
tablespoonful costing only 2!/, 
cents will make a gallon of active 
solution. 


AVAILABLE IN 


BOX of 3 ib $1 
CARTON of 12 boxes of 3 ibs 18. 
DRUM of 25 ibs. Ib 
DRUM of 50 Ibs. Ib 
DRUM of 100 Ibs tb 
DRUM of 300 ibs Ib 


61-63 Cornelison Ave., Dept. 42, Jersey City 4, 1. 
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Abbott Laboratories 
Acme Cotton Products, Inc... 
Adoms & Westlake 


Air-Shields, Inc... 


Alconox, Inc. 


Allis-Chalmers Mfg. Co... 

Aloe Company, A. S... 

American City 
American Cyanamid Company 
American Hospital Supply 
American Sterilizer Co... 
Anchor Brush Company. 
Applegate Chemical Compony 
Inc., The Gordon._. 
Aseptic-Thermo Indicator Co. 
Atlas Powder Company... 


Armstrong Co., 


Bord-Parker Company, Inc. 
Bassick Company, The .. 
Bates Fabrics, Inc. 


Bouer & Black. 


Baxter Laboratories, 
Berbecker & Sons, Inc.., 


Blickman, Inc., 


Buckley Corporation, The. 


Castle Company, Wilmot... 

Chicago Dryer Company 
Chicago Hardware Foundry Co.., 
Classified Advertising 
Clysero!l Laboratories, Inc. 

Colson Corporation, The. 

Cutter Laboratories 


Davis & Geck, Inc. 

Debs Hospital Supplies 
Diack Controls... 

Don & Company, Edwerd 


E & J Manufacturing Co. 
Eastman Kodak ‘ate 


Ethicon, Inc. 


Everest & Jennings. G 


Executone, Inc. 


Foultless Rubber Company, The 
Fleet Company, C. B.. 
Fleet of America, Inc. 
Flex-Straw Company. 

Florida Citrus Commission 


General Electric Co., X-Ray Dept. 
General Foods Corp. 

Gennett & Sons, Inc. 

Goodrich Co., The B. F. 

Gudebrod Bros., Silk Co., Inc. 


Holl & Sons, Frank A. 

Honey & Associates, Chas. A. 
Hard Mfg. Company... 

Herold Supply Corperetion 
Hausted Mfg. Company 
Hill-Rom Company, Inc. 
Hillyerd Chemical Company 
Hoffmann-LaRoche, Inc. 
Huntington Laboratories, Inc... 
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FEBRUARY—1955 


A. Classifications: Classified advertis- 
ing accepted to run under the follow- 
ing headings: 1—Services; 2—In- 
struction; 3—Wanted; 4—For Sale; 
5—Positions Wanted; 6—Positions 
Open; 7—Miscellaneous. 

B. Transient Rate: Twenty cents a 
word; minimum charge $3.50 per 
_insertion. 

C. Contract Rate: Six-point body 
lines, 13 pica columns, $1.00 per line; 
eight-point display lines $1.20 per 
line. Five per cent discount for six- 
insertion contracts wth no change of 
copy: 


FOR SALE 


DAHLBERG coin - operated PILLOW 
RADIOS for sale. Very i little used, guar- 
anteed $35.00 each F.O Wm. G. Stevens, 
820 No. Shore Dr., Miami Beach 41, Fila. 


ORANGES, GRAPEFRUIT, ye fresh, 


juiceful, individua selected: 
bushel, fob roves, 
guaranteed: RIO OS, PALATKA, 


WANTED 


SALES EXECUTIVE 

ONE OF THE COUNTRY’S LEADING NA- 
TIONAL MANUFACTURERS OF INDUS- 
TRIAL DETERGENT PRODUCTS NEEDS 
AN EXPERIENCED, CAPABLE EXECU- 
TIVE TO PROMOTE AND MANAGE 
SALES TO INSTITUTIONS AND RES- 
TAURANTS THROUGH ITS LARGE 
SALES FORCE. MUST HAVE EXPERI- 
ENCE IN THIS FIELD. SEND COMPLETE 
PERSONAL HISTORY, SNAPSHOT AND 
SALARY DESIRED. ADDRESS BOX F-88, 
HOSPITALS. 


SERVICES 


THE ABBOTT REFERENCE REGISTRY 
Hobart, Indiana 


—a lifelong reference service to profes- 
sional and technical personnel. 


No charge for placement. Whether seek- 
ing employment now or not, establish a 
professional file. Safeguard 


date transcript available always. Write for 
details. 


POSITIONS OPEN 


2 NURSE ANESTHETISTS to fill vacancies 
which will be created very shortly. Good 
salary, good working conditions. Apply 
Chief, Anesthesia Department, The Mer- 
cer Hospital, Trenton, N. J. 


REGISTERED TECHNICIAN for 245 bed 
ital at St. Joseph Hospital in 


h 


H ITALS. 
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OUR SS IR WEAR 


WooDWARD 


N.WABA 
CHICAGO e 


S®ANN WOODWARD Ditecto* 


ADMINISTRATORS: (a) Lay; gen hosp 
400 beds affil med sch; unit impor med 
center; E. (b) Fairly ige gen hosp; excel 
med staff; Iowa. (c) by med dir 
lge tch’g hosp: yng med or non-med 
admin considered: very attrac city. (d) 
Medical: outstanding hosp 450 s; unit 
impor tch’g center; E. (e) Lay; Ist asst 
to ey, dir; lge hosp; med sch affil: req's 
BS. ‘good cost-acctng background; Pac 
Const. (f) New gen — medium size; 
excel town, center finest hunting, fishing, 
boating; Pac NW. (g) Medical gen hos 


200 beds; e town; New England. (h 
Gen hos beds; med sch affil; pref one 
with M. 


A; will ‘report dir to med dir; 
univ city; MW. (i) Lay; vol gen hosp 160 
beds; very attrac county-seat, coll twn; E. 
(j) Medical: gen hosp 600 beds affil two 
schis; outstand’g faculty; out- 
man; lge (k) Fairly ge. gen 
hosp; ‘s one bile. 
med dir or 200 bed gen hosp; aR. 4. 
ige city nr univ med center; Pac NW. (m) 
ecutive Dir; TBc hos  Outstandi’g 180 
bed facility expnd’g to beds; indus city 
125,000; good sal plus excel living quar- 
ters & utilities; E. (n) Physician; dir ige 
health organ comprizing excel 35 man 
clinic, one suburban clinic & 100 bed well- 
equip'd req’s one w/broad execu- 
tive ri on city; univ med center; mini- 
mum (p) Lay; 100 bed hosp; pref 
one w/adm exp in long- -term convalescent 
hosp; no surg or OB; lge city: MW. (q) 
pond gen hosp 75 beds; plus nice 
artment; lige twn nr Dallas, (r) 
en vol hosp 50 beds seeking accredita- 
tion; Ohio. (s) Lay; 2 ortho hosps; cap 
100 bds; to $12,000; E. (t) y; ass't; vol 
gen hosp 200 beds; $7500; ios city; MW 
(u) Lay; ass't; vol gen hosp 400 beds: 
about - lge city; MW. 


ADMINISTRATIVE EXECUTIVE POSTS: 
(a) Accountant; report to comptroller; 
gen hosp 300 beds; about $5000; coll twn 
100,000; MW. (b) qual de- 
into Bus Mer; units, cap 
eds; Calif. (ep 
female; —- ; sm gen hosp; to 
city on Lake Michigan; univ 
(d) Bus Mer: well-staffed dept; 200 
gen hospffi attrac coll twn 65,000; Ss. (e) 
us Mer; gTp w/lige expansion 
program; man req'd hate Spring; nr Chgo. 
(f) Comptroller: ige | vol hosp affil med 
sch; nr Philadelphi (g) Personnel dir 
350 bed gen 
twn 75,000; S. Personnel 
ublic elations Mgr; 400 bed hosp; 
lige city: univ med center; MW. (i) Per- 
sonnel Dir; very lige tch hosp; 
city; univ m center. 
Purchasing Dir: consider older male or 
expand’g to 400 beds; twn 
60, 


ADMINISTRATORS—WOMEN: (a) 
RN: new 100 bd 

$6000; univ med ctr; (b) Lay oe 
RN: vol lovely coll 


& coll twn 50,000; MW. id ; 
pref w/trng hosp adm; apprv'd 120 bd 
eorganize 


a hosp; Pac NW. (e) 
admin univ “nursing | curriculum; to 
$7500; impor univ city; Central. , 


ANESTHETISTS: (a) By 2 MDs; Alaska. 


(b) 4 req'd; active surg serv; 200 bd gen 


hosp; to $7000; residential twn 30,000 nr 
univ city; MidE. (c) 100 bd vol gen hosp 
oo nin soon: lovely twn 30,000; SW. (d) 
ief bd hosp, expnd’g 500 
sal & full mtce; lge city; ag 
gen hosp 75 beds; suite of ry ° 
attrac sm twn; Pac NW. (f) Gen “o 
60 bds; excel facil; lovely twn 10,000; S 


DIETITIANS: (a) Chief; lge staff; vol gen 
hosp 200 bds; excel sal; ton area. (b) 
new & modern 250 bd 
hosp; ige univ city; eo 
or more ; some travel; 

penses; M Atlantic (a) 


ERTISING 


Chief; 30 empl; bd gen hosp; attrac 
twn: NW. (e) Food serv meri apprv'd 
250 bd gen hosp; attrac twn; idE 


DIRECTOR OF NURSES: (a) Nurs serv 
only; apprv'd 100 bd gen hosp; attrac twn; 


E. (b) ir of outpatient nurs serv; WO 
empl; lge clin stp: bd gen hosp; desir- 
able ci “4 Pac W. (ce) urs a “4 coll 


affil sch; 200 bd vol en hosp; to $6000 
mtce; attrac twn 75, MW. id) Dir of 
coll grad nurse prog; ‘faculty rank; sm 
twn: S. (e) Nurs serv; new 100 bd now 
opening shortly; lovel twn; SW. { 

urs serv & ed; apprv'’d 200 bd gen hosp; 
twn 15,000; E. 


EXECUTIVE HOUSEKEEPERS: (a) New 
200 gen hosp; excel facil; univ city; 
MW. (by Apprv'd vol hosp 200 bds; resort 
& univ twn; SW. (c) 350 wok: hosp; 
lge clinic grp affil; attrac twn 15,000; E. 


FACULTY APPOINTMENTS: ‘a) Ed dir: 
gen hosp 200 bds; excel ed facil; to $7500; 
attrac twn 20,000; E. (b) Nurse educator; 
faculty rank, coll affil school;.200 bd gen 
Osp; min $6000; twn 15,000 nr univ city; 
(c) Science instr; sm trng sch; 1 
bd gen hosp; desirable twn 15,000; E. (d) 
Nurs arts, ped, & ob instr; fully apprv'd 
lge gen hosp; US dependency, tho cons 
tropical, climate mild; to $4200 


SUPERVISORS: (a) Supervisory RNs; 
grp studying long range effects atomic 
radiation; interest ng See oppty. (b) 
OB; lge unit; new gen hosp; nr 
(c) OR; suite of 8 vol gen hosp 


area. (d) OR; active serv: lge gen hosp; 
desirable res city; 


WHEN IN NEED OF SINK OR NURS- 


T E 

US FOR RECOMMENDATION S. We offer 
you our best endeavors—our integrity— 
our 59 year record of effective placement 
achievement. STRICTLY CONFIDENTIAL. 


THE MEDICAL BUREAU 
Burneice Lorson—Director 


Palmolive Building 
Chicago 1, Illinois 


(a) General hospital, 
s, affiliated medical school; con- 
recently commenced; outstand- 
ing (b) Assistant; 1000- 
general hospital; medical school affilia- 
tions; altho medical administrator pre- 
ferred, non-medical eligible; opportunity 
of succeeding medical administrator upon 
his retirement within three years: mini- 
mum $12,000, complete maintenance in- 
cluding 12-room. home, servants, car. (c) 
Medical; 300-bed general hospital; teach- 
ing program; university city, acific Coast. 
) New 250-bed hospital to be opened 
within few months; aster’s degree, con- 
siderable experience required; t. (e) 
Principal hospital, university 
medical school; beds; appointment 
carries title of. Professor in Hospital Ad- 
ministration. (f) New general hospital, 
100 beds; coastal town, Pacific Northwest. 
(g) Small general hospital, relatively new: 
university town, Southwest. (h) Assistant 
by medical administrator, important teach- 
ing hospital; medical or non-medical ad- 
nistrator considered; medical center. 
(i) Assistant; minimum three years’ ad- 
ministrative accounting back- 
round requir 250-bed general hospital; 
500-$8000; Midwest. H21. 


SES: (a) Small general hospital; resi- 
town, Vir (b) Assistant by 
oun poe medica administrator, 150- 
suburb, large city, Midwest. 


ANESTHETISTS: (a) homage 4 large general 
hospital; attractive city in Connecticut, 
short distances from New York Cit (b) 
General hospital, 100 beds; residential 
town, 4 miles from ocean, Georgia: $500. 
perquisites, extras for calls. (c) elatively 
new hospital, s; suburb, large city, 
Midwest; $6-$7000. (d) Voluntary general 
; interesting city outside 


DIETITIANS: (a) Chief; university hos- 
pital, 300 beds; plans completed for new 
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VERTISING 


MEDICAL BUREAU—(Cont'd) 


medical center including hospital of con- 
siderably greater capacity $6,000. (b) As- 
sistant director of dietetics; will have four 
therapeutic dietitians under her supervi- 
sion; 600-bed teaching hospital: South. (c) 
To direct dining rooms, liberal arts col- 
lege; California. H2-4. 


DIRECTORS OF NURSING: (a) General 
450-bed hospital: school considered one of 
leading in Midwest; 170 students. (b) New 
300-bed hospital operated under American 
auspices, foreign country: preferably one 
with Master's degree; $1100-$1200 per month. 
(c) General hospital currently under con- 
struction; completion July: 250 beds, ex- 
pansion program: preferably one available 
April: outh. (d) General hospital, 200 
beds, located in foreign city: knowledge 
of French or Spanish required. ‘e). Nurs- 
ing service; one of California's leading 
hospitals; minimum, $6000, maintenance 
including private apartment. (f) Beautiful 
new hospital, 300 beds; staff of outstanding 
specialists, faculty members, medica! 
school; university and resort city. (g) 
General hospital, 400 beds, unit univer- 
sity group; st. H2-5. 


EXECUTIVE HOUSEKEEPERS: (a) Pe- 
diatric hospital, 200 beds, unit, university 
group; West; (b) General 450-bed hospita! 
affiliated medical school: East. H2-6. 


EXECUTIVE PERSONNEL: (a) Comptrol- 
ler; 300-bed general hospital; Philadelphia 
area. (b) ersonnel director; 700-bed 
teaching hospital; Midwest. (c) Purchas- 
ing director; extensive experience on ad- 
ministrative level required; large teaching 
hospital; East. H2-7. 


FACULTY POSTS: (a) Educational direc- 
tor; 425-bed general hospitall; $5500-$6600. 
New England. (b) Associate professors in 
obstetrics, pediatrics, communicable dis- 
eases, clinical instruction; new program. 
state university. (c) Science instructor: 
new 350-bed hospital affiliated famed clin- 
ic; East. (id) ucational Directors for 
Guatemala, Iran, Iraq, Eritrea, Panama, 
Brazil; psychiatric instructors for Brazil: 
pediatric instructors for Brazil, India: 
nursing arts instructors for Jordan, Leb- 
anon, awalii. H2-8. 


RECORD LIBRARIANS: (a) Chief: should 
be qualified to re-organize department. 
400-bed hospital; unit, university group: 
expansion program; medical center, East. 
(b) Chief; general hospital, 450 beds: 
large city near university town and med- 
ical center, Midwest; $5800 increasing to 
$7080 within three years. H2-9. 


SOCIAL DIRECTOR, STUDENT HEALTH: 
(a) Social director; new 700-bed hospital 
with large auditorium, gymnasium: col- 
legiate school: vicinity. New York City. 
(b) College nurse; liberal arts college: 
September ‘55; South. H2-10. 


SUPERVISORS: (a) Pediatric and obstet- 
rical; large general hospital; universit 
city, outside U.S. (b) edical-surgical: 
one of leading hospitals, New York City, 
(c) Phychiatric; new department; large 
hospital; resort city, Florida. (a) 
urgical; small hospital: Hawaii. (e) Ob- 
stetrical 34-bed department; 200-bed hos- 
pital; near Chicago; $4200-$5400. (f)} Op- 
erating room; general hospital, 350 beds: 
service mainiy surgical; medical center, 
Midwest; $5000. (g) Various departments, 
Japan. H2-11. 


QUALIFIED NURSES 
FOR QUALIFIED POSITIONS 


Placement by the American Nurses’ Asso- 
ciation Professional Counseling & Place- 
ment Service offers you detail references 
on qualified nurses, and results in de- 
creased staff turnover and improved pa- 
tient care. 


Consult your State Nurses Association Of- 
fice or the ANA PC&PS Office in Chicago. 
37 South Wabash Avenue 
Chicago 3, Illinois 
(Tel. STate 2-8883) 


500. employees. (e) 


ZINSER PERSONNEL SERVICE 
| 79 W. Monroe Street 
Chicago 3, Illinois 


NURSES. TECHNICIANS, DIETITIANS. 
PHYSICIANS, NURSE 

and INSTRUCTORS—We can help 
you secure positions. 
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SHAY MEDICAL AGENCY 
55 East Washington Street 
Chicago 2, Ill. 
Blanche L. Shay, Director 


ADMINISTRATOR: 200 bed hospital op- 
erating since 1937; 325 employees. Present 
administrator is retiring after many years 
service and the position offers a splendid 
opportunity. ae degree in ospital 
Administration plus a background of prac- 
tical experience. $10,000 a year to start. 


EXECUTIVE PERSONNEL: Executive Di- 
rector. 245 bed hospital; require some ex- 
rience in administration. $10,000 plus 
iving quarters. (b) Personnel Director. 
Middie West. Large hospital. Top level 
position. Require good personnel back- 
ground. $8000-$10,000. (c) Controller. Mid- 
die West. 400 bed hospital. 3 years account- 
ing or business manager experience. $7000 
minimum. (d) Personnel Director. 300 
general hospital. Set up and administer 
personnel for about 
usiness Manager. 
Northwest. 200 bed hospital; also do pur- 
chasing. 
DIRECTORS OF NURSING: (a) East. 300 
bed hospital. Complete charge of Nurs- 
ing service and nursing education. Beau- 
tiful new hospital. B.S. degree required. 
s (b) East. 225 bed general hospital: 
personnel in department numbers about 
160. Excellent nursing school. $6000-$7200, 
plus an ees attractive suite of 
rooms. (c) iddie est. 100 bed hospital 
in city of 35,000. Unusually stable staff of 
assistants; 48 full time .N’s and com- 
parable number of Aides. $7200. (d) As- 
sistant Director of ete education. 175 
bed hospital in eastern city of about 20,- 
000. 45 students in nursing school. $6000. 


MARY A. JOHNSON ASSOCIATES 
| AGENCY 


1! West 42 Street New York 36, N.Y. 
Mary A. Johnson, Ph.D., Director 
FINE SCREENING BRINGS BEST RESULTS 


Our careful study of positions and appli- 
cants produces maximum efficiency in se- 
lection. Candidates know tha their 
credentials are carefully evaluated to in- 
dividual situations, and only those who 
qualify are recommended. Our proven 
method shields both employer and appli- 
cant from needless interviews. We do not 


and the best job for the candidates, we 

refer to keep our listings strictly con- 

dential. 

We do have many interesting o 

for Administrators, Physicians, Anesthe- 
. Directors of Nurses, Dietitians, Medi- 

cal Technicians, Therapists and other 

supervisory personnel. 


No registration fee 


HOSPITAL PERSONNEL BUREAU 
Charles J. Cotter, Director 
Knickerbocker Bldg. 218 E. Lexinton St. 
Baltimore 2, Maryland 


Nation-wide placement service for Physi- 
cians, Administrators, Anesthetists, Dieti- 
tians, Pharmacists, Nurses, Technicians, 
Housekeepers, Comptrollers, Accountants, 
Secretaries, etc., ail resume, 5 photos. 
No Registration Fee. 
Licensed Employment Agency. 
(Formerly Hagerstown, Maryland) 


CLINICAL INSTRUCTOR—For § surgical 
nursing in 200-student school, affiliated 
with Drake University; 400-bed, fully ap- 
proved, non-profit hospital. Desire person 
with B.S. degree plus qualifying experi- 
ence; will consider nurse without degree 
who can show outstanding experience and 
ability. Work with select, enthusiastic, 
stable student body. Salary open. 40-hour 
work week; 22 working days vacation; 
sick benefits. Position mediately. 
Apply Director of Nu g. Iowa Meth- 
ist Hospital, Des Moines, Iowa. 


CHIEF LABORATORY TECHNICIAN— 
oe to supervise department of eight: 
] bed voluntary hospital associated with 
private clinic in summer-winter_ resort 
area; salary open. Little Traverse Hospital, 
Petoskey. Michigan. 


penings 


“UNUSUAL OPPORTUNITY IN 
CALIFORNIA FOR 
-HOSPITAL ADMINISTRATOR” 
WANTED: Administrator for substantial 
aceredited hospital. Good background re- 


uired. All applications confidential. Ad- 
ress: Box F-71, HOSPITALS. 


HOSPITAL FACILITIES CONSULTANT— 
Responsible for Hill-Burton and Terri- 
torial constiuction programs, cooperation 
with Alaska Public Works construction 
program, and hospital licensing program. 
College graduation plus four years of 
rogressively responsible governmental or 
usiness experience, of which two years 
will have been in an administrative or 
consultative capacity related to public 
health or hospital administration. Salary 
open. Write C. Earl Albrecht, M.D., Alaska 
Department of Health, Juneau, Alaska. 


REGISTERED MEDICAL RECORD LI- 
BRARIAN—400-bed hospital (including 
115-bed pediatric unit)—accredited, non- 
profit, teaching. Must have demonstrated 
successful experience to qualify as De- 
ne Head of current department. 

eeded: Supervisory ability, including 
smooth organization of flow of paper 
work and ability to adjust departmental 
work loads. Able assistants. Apply Per- 
sonnel Department, Iowa Methodist Hos- 
pital, Des Moines, Iowa. 


FOOD SERVICE SUPERVISOR—Must be 
active member of A.D.A. t least five 
years well-rounded hospital experience. 
Responsible supervisory ition with 


emphasis on administrative talents and. 


public relations. Moderate amount of trav- 
eling—Mid-Atlantic states. Starting sala 

plus expenses. Address Box F-80, 
HOSPITALS. 


Male or female: X-RAY THERAPY TECH- 
NICIAN. Ideal position in specialized hos- 
ital. Liberal personnel policies in a col- 
ege town of population. Salary, 
contingent on experience: $276.00 to $352.00 
monthly. State experience and date of 
availability. Write Business Manager Ellis 
a Cancer Hospital, Columbia, 
ssouri. 


NURSE ANESTHETISTS for 150-bed gen- 
eral hospital; four nurses, full time M.D., 
all agents and techniques: one month's 
vacation: two and one-half hours from 
Boston and New York. Write G. J. Carroll, 
M.D., Chief of Anesthesia Department, 
William W. Backus Hospital, Norwich, 
Connecticut. 


Position of SUPERINTENDENT OF HOS- 
PITAL is available. Hospital has been 
continuously operat for many years, 
has 150 beds and 47 bassinets, located in 
the City of Ypsilanti, population of 20,000, 
serving a rapidly growing community lo- 
cated near the city of Detroit. Applicant 
must have adequate education in hospital 
field and several years of successful ex- 
perience as hospital administrator. Salary 
will be commensurate with the position 
and will be dependent upon the training 
and experience of the applicant. Give ex- 
perience, training, references and salary 
required with application. Box 505, Ypsi- 
lanti, Michigan. 


NURSE ANESTHETISTS (2): New 225 bed 
General Hospital. Medium size town 60 
miles east of Pittsburgh. Excellent work- 
ing conditions and personne! policies. Very 
good starting salary. Write: Robert L. Sei- 
fert. Personnel Director, Mercy Hospital, 
Johnstown, 


EDUCATIONAL DIRECTOR—200 student 
school, affiliated with Drake University: 
400 bed. fully approved, non-profit hospi- 
tal; includes 115 bed pediatric unit; desire 
person with M.S. degree in nursing educa- 
tion: will accept B.S. with successful ex- 
perience; work with select, enthusiastic. 
stable student body with predominantly 
rural backgrounds: salary open: 40 hour 
work week: 22 working days: vacation, 
sick benefits: —— available immedi- 
ately. Apply rector of Nursing. Iowa 
Methodist Hospital. Dest Moines, Iowa. 


DIETITIAN, assistant. Administrative and 


a duties, mental institution. Sal- 


ary increases to $5200. Apply Mrs. 
Kathryn Bitters, State Bepartunent of So- 


‘cial Welfare, Topeka, Kansas. 


(Classified continued on page 164) 
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57 YEARS ...1898-1955 


of Service to Hospitals 


Use the 


Applegate System 


The Applegate marker is the 
only inexpensive marker that 
— the operator to use 


th hands to hold the goods 
and mark them any place LINEN 
desired. MARKER 


USE 
APPLEGATE 


Applegate indelible (silver base) ink is 
. heat permanizes your im- 
pression for the life of the cloth, contains 


everlasting . . 


no aniline dye. . 


Xanno indelible ink is long lasting . . . 


does not require heat. 


APPLEGATE 
\CAEMICAL COMPANY 


5632 HARPER AVE. 


CHICAGO 37. ILL. 


Yours for the 
Asking... 


. . The 172 pages of this Febru- 
ary issue of HOSPITALS contain 
important messages from 106 ad- 


_vertisers. Each of these messages 


is an invitation for you to write for 
further information. Some furnish 
a coupon, others a brief mention 
of a catalog or product descrip- 
tion. 

To get the most out of this issue 
of the Journal, we encourage you 
to ask for further information from 


these reliable companies. Their 
help is yours for the asking. 


HOSPITALS 


Journal of the American Hospital Association 


18 E. Division St., Chicago 10 


*Anderson 


FEBRUARY 1955, VOL. 29 


ib Batl abrasive action 


or use of strong chemicals 


Regular Alternate Cleaning with Ster-Kleen and 
Klenzade HC-7 keeps baby bottles sparkling . 
clean. No dull film, lime or milkstone deposits for 
bacteria harborage. Ideal for glassware, water 
pitchers, silverware, aluminum and stainless steel 
equipment. 

' Write for Baby Bottle Cleaning Procedures 


_ KLENZADE PRODUCTS, INC., BELOIT, WIS. 
| ORGANIC ACID 
| STER-KLEEN LIME SOLVENT 
| DETERGENT 


FUND RAISING 


& nameplates in 
bronze, aluminum or plas- 
tic have been proved the 
ideal, dignified and most 
effective way to raise 
Style 8 funds for hospitals. 


Solid cast bronze or aiuminum tabiet. 
Raised letters in bold relief contrasting 
with stippled oxidized baockground. 


By acknowledging contri- 

butions in this permanent 

manner you encourage 

future donors. Why not 

write us now for illustra- 

Miss "ROSE ARUSO | tions and prices. You'll 

—————E be pleased by this eco- 

Style P nomical and attractive 

double line border, “SY give: permanent 
all sizes. recognition. 

A FEW OF OUR MANY HOSPITAL ACCOUNTS? 
*Baton Rouge Hospital *Kings Daughters Hospital 
*Cerebral Pg Hospital *Mt. Sinai Hospital 
County Hospital *Sloan — Institute 
*Exact addresses furnished on r 

TABLET HEADQUARTERS’ 

UNITED STATES BRONZE SIGN CO., INC. 

$70 Broedwey Dept. H New York 12, MN. Y. 


THIS ROOM DOM FURNISHED 
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NAME DEPT. DATE 
ONE OR ALL AT \i 
one \ 
or SA 
9 
Write for 
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POSITIONS OPEN 


es. Position involves travel and 
key responsibilities in reorganization 
hospital kitchens. 

. Send resume to Box F-79, 


CLINICAL INSTRUCTORS: 1 Medical and 
1 Obstetrical, for 502 bed hospital in Phila- 
delphia area. Salary based on qualifica- 
tions of oe. “Automatic salary in- 
creases. our week, 28 days vacation, 
14 days sick leave. Blue Cross Plan avail- 
Teaching duties only. 
additional Universit 
‘Awan Director the Schoo Nurs- 
ge Hospital, Camden, New Jersey. 


hospitals. General, 500 
Large city seat of pony tmpestent educa 
tional institutions. Sou hos- 
ital administration referred. Address 
x F-73, HOSPIT 


A.D.A. DIETITIAN for 200 bed general 
hospital with School of Nursing to 
teaching of student nurses 
counseling. Located in a thriving South 
Carolina community. Salary —. 

tenance if desired. Address x F-68, 
HOSPITALS. 


ANESTHETIST—Ideal opening on staff of 
three; 133 bed hospital associ- 
ated with private clinic in 


resort area; wide n. 
Traverse Hospital, ch- 
gan. 


POSITIONS WANTED 


ASSISTANT ADMINISTRATOR—BUILD- 
INGS AND GROUNDS. Graduate engineer 
desires hospital ee offering adminis- 
trative ty for all plant manage- 
clude power plant, building 
new construction, altera- 

of grounds. Eight 


ment; to 
tion, and upkee 
cebent ret in 
nt — 


rvisory and purc 
pacity in la ratory and x AG = de 

desires to relocate as ator oo 
of small hospital. Address 
Box F-81, HOSPITALS. 


ana © patho 

Associate Professor. ive yd cal 

athology. teaching, research, 
ee hospital appointmen 

academic and research bilities 

dress Box F-69. HOSPIT 


NURSE ANESTHETIST. AANA. Member. 
2 years experience as staff anesthetist and 
242 years as free-lance anesthetist. Desires 
position as free lance anesthetist with 
sree of doctors in the Southeast, Florida 
Satins of 30 month. Excellent 
references Box F-86, 
HOSPITALS. 


THE MEDICAL BUREAU 
M. Burneice Larson—Director 
Palmolive Building 
Chicago Illinois 


B.S. (Nursing Educa- 
tion): MPH. (Hospital Administration); 
three years, director of nursing, 200- bed 
hospital before specializin four years, 
administrator, small genera ‘hospi 1. 


ADMINISTRATOR: M.B.A. (Hospital Ad- 
ministration), administrative residency, 
three years, assistant administrator, lar e 
teaching six years, di 

bed general tal. 


ADMINISTRATOR: M.H.A.: ad- 
ministrative internship, two years, assis- 
tant director, eee teaching hospital; five 
— administra r, 400-bed general hos- 
pita 

ANESTHESIOLOGIST : Diploma, eight 
years, private practice and on facu ty. 
medical school. 


DIRECTOR OF NURSING: BS... M.A., 
eastern university; all work com leted for 

. D. excepting thesis; experience in- 
cludes four years, associate professor o 
a= and four years, dean, university 
school. 


PATHOLOGIST: Diplomate; FACP: eight 
years, director of pathology, 350-bed gen- 
eral hospital, consultant to several others. 


RADIOLOGIST; Diplomate, in diagnostic 
and therapeutic radiology, radiumtherapy; 
four years, instructor in radiolo y. medical 
school and associate radiol , teaching 
hospital 


RADIOLOGIST—2 years assistant professor 
large university Ben ital desires own hos- 


diagnosis and therap € 

IV, Family. Address ox - 
TALS. 


ADMINISTRATOR — Male—48—Ten years 
Hospital Trouble Shooting. Well informed 
on all Hospital Departments. Finishin 
245 years large, disorganiz 
300-bed hospital into Accredited Hospital. 
Accredited month first time in histo 
of h ital. Best [oneness Prefer N. 
or rn rt of country. Available in 
ress Box 82, HOSPITALS. 


3rd tloorei8S N.WABASH AVE. 
CHICAGO | 
®ANN WOODWARD Ditector 


ANEST Dipl; M.D.; Ili- 
nois; since chief, anes, very lge 
hosp. fee- Serves basis only. 


ADMINISTRATOR — Medical; Dipl., In- 
ternal Medicine; five years, associate prof., 
medicine & med dir, univ hosp. 


ADMINISTRATOR—33; B.Sc, Bus 


5 yrs, Bus Mgr, 125 bed hosp; + , ass 
— 850 beds yr, adm, 
gen hosp s; we repa 

d swell-prepar beds; 


to adm hosps 1 
ACHA. 


ADMINISTRATOR—29; 6 ft; 195 nds; 


married; no children: vet, WW : B.Sc, 
Commerce: M.A. hosp adm: 14% years, 
adm residency, 900 univ hosp. 


ISTRATIVE ASSISTANT—27; B.Sc, 
Acctn’g, U. Tulsa; M.H.A. ©); years’ 
adm residency, gen hosp 400 


COMPTROLLER—3 yrs, gen hosp 300 beds; 
Member, Nat'l Hosp Accountants Assoc; 
early 30's; immed 


PATHOLOGIST—Di tpt yrs, professor, 
path, med sch and dir same. "waite, its grad- 
uate hosp, early forties. 


RADIOLOGIST—36; Dipl, diagnosis, ther- 
apy: 3 yrs, ass’t prof, th, v med sch 
& assoc dir its gradua hosp. 


PLEASE SEND FOR AN ANALYSIS 
FORM SO WE MAY PREPARE AN IN- 
DIVIDUAL SURVEY FOR YOU. We offer 
you our best endeavors—our integrity— 
our 59 year record of effective placement 
achievement. STRICTLY CONFIDENTIAL. 


pital too. 


Classified advertising keeps many businesses 
in operation. It’s the lowest cost method of 
advertising available. It can serve your hos- 


Here is the audience for your advertisement 
. - « HOSPITALS subscribers include more | 
than 8,500 hospitals and administrators, 1,200 
department heads, 600 governing board mem- 


| Classified Advertising 
can do a job for you, too! 


bers and 1,200 public health organizations, 
mately 3,000 others. 

Need help? Want to change positions? 
Have old equipment for sale? Offering a 


ADMINISTRATOR—male, 43, M.S. equiva- | 
lent in bacteriology and 15 ‘years 
SUPERVISORY CHEF—Sound background 
in food uction; standardized 
Oil 
ASSISTANT to DIRECTOR of one of 
» 
164 HOSPITALS 


NEW 
for 
administering 


As set is squeezed the float 


im. blood under pressure valve seats the 


blood is forced downward 
through the set. Release, and 
the set refills. When set is 
empty the valve drops; conse- 
quently, set cannot pump air, 


ES 
= 
> 
x 


administration set — 
& pressure pump : 


_ IN A FEW SECONDS you can switch from the normal rate of 
2 giving blood to rapid administration under pressure with the 
| a Plexitron R48 Expendable Combination Set. i Exclusive filter design permits 
| When the need for pressure arises you merely pump the | rapid infusion through mesh 
| flexible drip chamber. As it fills with blood, pumping forcesthe [{~ fine enough to remove all par- 
; | blood into the patient’s veins under pressure. Rate of adminis- a 

tration is determined by the pumping action—A PINT OF BLOOD 

CAN BE GIVEN IN 4 TO 5 MINUTES. | 


)PLEXITRON( the right set 


for every parenteral requirement 


for. sample set and complete information, write— [ft 


products of 


BAXTER LABORATORIES, INC. 


‘Morton Grove, illinois « Cleveland, Mississippi 


DISTRIBUTED AND AVAILABLE ONLY IN THE 37 STATES EAST OF THE ROCKIES (except in the city of EI Paso, Texes) THROUGH 


AMERICAN HOSPITAL SUPPLY CORPORATION 


SCIENTIFIC PRODUCTS DIVISION GENERAL OFFICES ¢ EVANSTON, ILLINOIS 


a 
| 
| 
| 
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when resistance to other. 


antibiotics develops... 
Chloromycetin 


Current reports’” describe the increasing incidence of resistance among many 
pathogenic strains of microorganisms to some of the antibiotics. commonly in 
use. Because this phenomenon is often less marked following administration of 
CHLOROMYCETIN (chloramphenicol, Parke-Davis), this notably effective, broad 
spectrum antibiotic is frequently effective where other antibiotics fail. | 


Coliform bacilli—100 strains 
) up to 43% resistant to other antibiotics; 
2% resistant to CHLOROMYCETIN.! 


Staphylococcus aurens—500 strains 
up to 73% resistant to other antibiotics; 
2.4% resistant to CHLOROMYCETIN.* 


CHLOROMYCETIN is a potent therapeutic agent and, because certain blood dyscra- 
_sias have been associated with its administration, it should not be used indiscriminately 
or for minor infections. Furthermore, as with certain other drugs, adequate blood 
studies should be made when the patient requires prolonged or intermittent therapy. 
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